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Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O.Box 8018

Baltimore, MD 21244-8018

Re: CMS-1385-P
Anesthesia Coding (Part of 5-Year Review)
Dear Ms. Norwalk:

I am writing to express my strongest support for the proposal to increase anesthesia
payments under the 2008 Physician Fee Schedule. | 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.
| am pleased that the Agency accepted this recommendation in its proposed rule, and |
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.
Terri Newton

Multi-Medical Specialties Billing




CMS-1385-P-11507

Submitter : Dr. Ld Herzog Date: 08/29/2007
Organization : American Society of Anesthesiologists
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Serviccs
Attcntion: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Rc: CMS-1385-P
Ancsthesia 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. Iam grateful that CMS has
rccognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

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

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

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

Thank you for your consideration of this serious matter.
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CMS-1385-P-11508

Submitter : Mr. John Bowman Date: 08/29/2007
Organization:  Ohio University
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL

Dear Sir or Madam:

I am the Dircctor of Sports Medicine at Ohio University. I have a Masters Degree from The University of Virginia. I have been a certified athletic trainer for 19
years. I have been licensed by the state of Ohio since 1994.

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

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

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

The tack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be

conccmed with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available.

Since CMS scems to have come to these proposed changes without clinical or financial justification, 1 would strongly encourage the CMS to consider the
rccommendations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposed changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincercly,

John R. Bowman, MEd, ATC
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CMS-1385-P-11509

Submitter : Miss. Lynette Carlson Date: 08/29/2007
Organization:  ATI Physical Therapy
Category : Other Health Care Professional
Issue Areas/Comments
Therapy Standards and
Requirements

Therapy Standards and Requirements

Dcar Sir or Madam:

I am a certified and licensed athletic trainer at ATI Physical Therapy, a private physical therapy clinic in Chicago, IL. My responsibilities include planning
rehabilitation sessions and carrying these patients through the program along side physical therapists. 1am a graduate of Southern Illinois University in
Carbondale, where | earned my BS in Physical Education, specializing in Athletic Training. Ifollowed my BS with a MS in Athletic Training from University of
Tennessee at Chattanooga.

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

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

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

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

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

Sincerely,

Lynettc Carlson,MS,ATC
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CMS-1385-P-11510

Submitter : Mr. Brent Leazzo Date: 08/29/2007
Organization:  Joliet Junior College
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL

Dear Sir or Madam:

I 'am the Head Athletic Trainer at Joliet Junior College in Joliet, I1. I have Bachlor degrees in Education and Athletic Training from Indiana University of
Pennsylvania and a Master of Science in Kinesiology with a specialization in Athletic Training from The Indiana University. At JJC I provide direct medical
coverage for more than 250 student athletes. -

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

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

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

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

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

Sinccrely,

Brent I. Smith MS,ATC, LAT
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CMS-1385-P-11511

Submitter : Dr. Brian Freeman Date: 08/29/2007
Organization :  Dr. Brian Freeman
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Re: CMS-1385-P
Anesthesia Coding (Part of 5-Year Review)
Dear Ms. Norwalk:

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

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our 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 cnsure that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediately implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.

Sincerely,
Brian Freeman, M.D.
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CMS-1385-P-11512

Submitter : Mr. Kevin Pennington Date: 08/29/2007
Organization:  Delnor-Community Hospital
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL

Dear Sir or Madam:

My name is Kevin Pcnnington and I am a certificd athletic trainer that is currently the Team Leader of over 40 employees (physical therapists, physical therapist
assistants, technicians, and occupational therapists). | have worked at Delnor for 15 years - 12 of which were treating patients and performing high school
outreach to a local high school sports program. | am writing today to voice my opposition to the therapy standards and

requirements in regards to the staffing provisions for rehabilitation in hospitals

and facilities proposcd in 1385-P.

Whilc | am concerned that these proposed changes to the hospital Conditions of
Participation have not rcceived the proper and usual vetting, I am more concerned
that these proposed rules will creatc additional lack of access to quality health
carc for my paticnts.

As an athletic trainer, 1 am qualified to perform physical medicine and

rchabilitation services, which you know is not the same as physical therapy. My

education, clinical experience, and national certification exam ensure that my

patients receive quality health care. State law and hospital medical professionals

have deemed me qualified to perform these services and these proposed regulations

attempt to circumvent those standards. In Illinois, we are licensed to practice just as is a physical therapist, occupational therapist and physical therapist assistant.

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

Sincc CMS seems to have come to these proposed changes without clinical or financial
justification, I would strongly encourage the CMS to consider the recommendations of
those professionals that are tasked with overseeing the day to day health care needs

of their patients. I respectfully request that you withdraw the proposed changes
related to hospitals, rural clinics, and any Medicare Part A or B hospital or
rehabilitation facility.

Sincerely,

Kevin M. Pennington, ATC, MBA

Team Leader - Outpatient Rehabilitation Services
Delnor-Community Hospital

Geneva, IL 60506

work - 630-208-5765

home - 630-896-2711
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CMS-1385-P-11513

Submitter : M. Ricky Johns Date: 08/29/2007
Organization :  Mr. Ricky Johns
Category : Other Health Care Provider

Issue Areas/Comments
Physician Self-Referral Provisions

Physician Self-Referral Provisions

I am writing to remove Physical Therapy from the list of items that are exempt from physician self referral. I have personally seen physicians direct patients to
their own clinics "to keep a close eye on them” and then refer other patients with more complicated conditions to other clinics based on the type of insurance the
patient has. [ have also seen patient with orders for physical therapy for 3x/week for 3 weeks to the physicians clinic, but when their insurance dictates they go
clsewhere, the order gets changed to 3 visits for a home ex program. If the physician sees a possible bad outcome from surgery or other procedure, they will send
the patient to other clinics, so their clinic can boast of "great outcomes”. In general if a patient has poor potential or low reimbursing insurance the physician will
make sure they are referred to other clinics, not their own. Patients with good potential will steered toward their own clinic despite having to pay a higher copay
or deductible for out of network services, but the physician will tell the patient that their therapist know their protocols. When a therapist from out clinic calls the
physicians officc or their therapy clinic they will not give out the protoco! or refer us to well known protocols in text books, but not THEIR protocol. If you
would like to speak with me further, please call me at 423-431-6327 or cell number is 423-426-2245,
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CMS-1385-P-11514

Submitter : Date: 08/29/2007

Organization :
Category : Health Care Professional or Association

Issue Areas/Comments
Background

Background

August 29, 2007

Office of the Administrator

Ccntcrs for Medicare & Medicaid Services

Department of Health and Human Services

P.O. Box 8018 RE: CMS 1385 P (BACKGROUND, IMPACT)
Baltimore, MD 21244 8018 ANESTHESIA SERVICES

Dear Administrator:

As a member of the American Association of Nurse Anesthetists (AANA), [ write to support the Centers for Medicare & Medicaid Services (CMS) proposal to
boost the value of anesthesia work by 32%. Under CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008 compared
with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to ensure that Certified Registered Nurse Anesthetists (CRNAs) as
Medicare Part B providers can continue to provide Medicare beneficiaries with access to anesthesia services.

This increase in Medicare payment is important for several reasons.

? First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for anesthesia services, putting at risk the availability of anesthesia and
other healthcare services for Medicare beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and others have demonstrated that
Medicarc Part B reimburses for most services at approximately 80% of private market rates, but reimburses for anesthesia services at approximately 40% of private
market rates.

? Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B providers services had been reviewed and adjusted in previous years,
effcctive January 2007. However, the value of anesthesia work was not adjusted by this process until this proposed rule.

? Third, CMS proposed change in the relative value of anesthesia work would help to correct the value of anesthesia services which have long slipped behind
inflationary adjustments.

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable growth rate (SGR) cut to Medicare payment, an average
12-unit anesthesia serviee in 2008 will be reimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment levels (adjusted
for inflation).

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting requiring anesthesia services, and are the predominant
ancsthesia providers to rural and medically underserved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The availability of
anesthesia services depends in part on fair Medicare payment for them. [ support the agency s acknowledgement that anesthesia payments have been undervalued,
and its proposal to increase the valuation of ancsthesia work in a manner that boosts Medicare anesthesia payment.

Sincercly,
Patricia Sheridan, CRNA

PO Box 1923
McKinney, TX 75070
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CMS-1385-P-11515

Submitter : Mrs. Jackolin Pates-Swart, CRNA Date: 08/29/2007
Organization : AANA
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL

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

CMS-1385-P-11515-Attach-1.PDF
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August 20, 2007
Office of the Administrator
Centers for Medicare & Medicaid Services
Department of Health and Human Services

P.O. Box 8018 RE: CMS-1385-P (BACKGROUND, IMPACT)
Baltimore, MD 212448018 ANESTHESIA SERVICES
Dear Administrator:

As a member of the American Association of Nurse Anesthetists (AANA), [ write to support the Centers
for Medicare & Medicaid Services (CMS) proposal to boost the value of anesthesia work by 32%. Under
CMS’ proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008
compared with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS’ proposal would help to
ensure that Certified Registered Nurse Anesthetists (CRNAs) as Medicare Part B providers can continue
to provide Medicare beneficiaries with access to anesthesia services.

This increase in Medicare payment is important for several reasons.

»  First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for
anesthesia services, putting at risk the availability of anesthesia and other healthcare services for
Medicare beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and
others have demonstrated that Medicare Part B reimburses for most services at approximately
80% of private market rates, but reimburses for anesthesia services at approximately 40% of
private market rates.

® Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B
providers’ services had been reviewed and adjusted in previous years, effective January 2007.
However, the value of anesthesia work was not adjusted by this process until this proposed rule.

=  Third, CMS’ proposed change in the relative value of anesthesia work would help to correct the
value of anesthesia services which have long slipped behind inflationary adjustments.

Additionally, if CMS’ proposed change is not enacted and if Congress fails to reverse the 10% sustainable
growth rate (SGR) cut to Medicare payment, an average 12-unit anesthesia service in 2008 will be
reimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment
levels (adjusted for inflation).

America’s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting
requiring anesthesia services, and are the predominant anesthesia providers to rural and medically
underserved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The
availability of anesthesia services depends in part on fair Medicare payment for them. I support the
agency’s acknowledgement that anesthesia payments have been undervalued, and its proposal to increase
the valuation of anesthesia work in a manner that boosts Medicare anesthesia payment.

Sincerely,

Name & Credential

Address

City, State ZIP




CMS-1385-P-11516

Submitter : Ms. Clarissa Maynard
Organization:  Ms. Clarissa Maynard
Category : Other Health Care Professional
Issue Areas/Comments

Background

Background

As a member of the American Association of Nurse Anesthetists (AANA), I write to support the Centers
for Medicare & Mcdicaid Services (CMS) proposal to boost the value of anesthesia work by 32%. Under
CMS' proposcd rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008
comparcd with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS' proposal would help to
ensure that Ccrtified Registercd Nurse Anesthetists (CRNAs) as Medicare Part B providers can continue

Date: 08/29/2007

to providc Medicarc beneficiaries with access to anesthesia services. This increase in Medicare payment is important for several reasons.

First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for
ancsthesia services, putting at risk the availability of anesthesia and other healthcare services for
Medicare bencficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and

others have dcmonstrated that Medieare Part B reimburses for most services at approximately

80% of private market rates, but reimburses for anesthesia services at approximately 40% of
private market rates.

Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B
providers' services had been reviewed and adjusted in previous years, effective January 2007.

However, the value of anesthesia work was not adjusted by this process until this proposed rule.

Third, CMS' proposed change in the relative value of anesthesia work would help to correct the

value of anesthesia services which have long slipped behind inflationary adjustments.

Additionally, if CMS' proposed change is not enacted and if Congress fails to reverse the 10% sustainable
growth rate (SGR) cut to Medicare payment, an average 12-unit anesthesia service in 2008 will be
reimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment
Icvels (adjusted for inflation).

America's 36,000 CRNAs providc some 27 million anesthetics in the U.S. annually, in every setting
rcquiring ancsthesia services, and are the predominant anesthesia providers to rural and medically
underscrved Amcrica. Medicare patients and healthcare delivery in the U.S. depend on our services. The
availability of anesthesia services depends in part on fair Medicare payment for them. I support the
agency's acknowlcdgement that anesthesia payments have been undervalued, and its proposal to increase
the valuation of anesthesia work in a manner that boosts Medicare anesthesia payment.

Sincerely, :

Clarissa Maynard
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CMS-1385-P-11517

Submitter : Dr. Christopher Baggett Date: 08/29/2007
Organization :  Dr. Christopher Baggett
Category : Chiropractor

Issue Areas/Comments
GENERAL
GENERAL

Centers for Medicare and Medicaid Services
Department of Health and Human Services
Attention: CMS-1385-P

PO Box 8018

Baltimorc, Maryland 21244-8018

Re: "TECHNICAL CORRECTIONS"

The proposcd rule dated July 12th contained an item under the technical corrections section calling for the current rcgulation that permits a bencficiary to be
reimbursed by Medicare for an X-ray taken by a non-treating provider and used by a Doctor of Chiropractic to determine a subluxation, be eliminated. 1am
writing in strong opposition to this proposal.

Whilc subluxation does not necd to be detected by an X-ray, in some cases the patient clinically will require an X-ray to identify a subluxation or to rule out any
"rcd flags,” or to also determinc diagnosis and treatment options. X-rays may also be requircd to help determine the necd for further diagnostic testing, i.e. MRI
or for a referral to the appropriate specialist.

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

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

Respectfully Sut;mittcd,

Dr. Christopher Baggett
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Submiitter : Dr. Cesar Trivino

Organization:  Cesar Trivino, MD, PA

Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

CMS-1385-P-11518

All medicare patients arc getting the best healthcare. Anesthesia payments should be increased.
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CMS-1385-P-11519

Submitter : Dr. John Thurn Date: 08/29/2007
Organization:  Dr. John Thurn
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 21244-8018

Re: CMS-1385-P
Ancsthesia 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. 1am grateful that CMS has
rccognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

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

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

John Thurn, M.D.
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CMS-1385-P-11520

Submitter : Mr. John Finley Date: 08/29/2007
Organization:  Goldey-Beacom College

Category : Other Health Care Provider

Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions

Dcar Sir or Madam:

My name is John Finley; I am a Certified Athletic Trainer from Delaware. Iam currently employed by Goldey-Beacom College (NCAA Div II) as the Head
Athlctic Trainer. I am responsible for oversight of the Athletic Training Department at the college and I am responsible for the healthcare of 130 athletes in 10
varsity sports. This is my 17th year of service as a Certified Athletic Trainer and I have worked in most aspects of the profession. Over the past 17 years | have
worked in the clinical setting, clinical outreach, youth sports organizations, middle school, High School, Small College (Div. I and III), Large College (Div. I),
and Profcssional Athlctics.

1 am also currently the President-Elect, for the Delaware Athletic Trainers Association, and helped to shape the current laws in the state. The State of Delaware and
thc Dclawarc Physical Therapy Association have recognized the high level of education and training that Athletic Trainers possess. The current laws in Delaware
allow Athletic Trainers to treat patients according to their education and training, not based on the setting in which they practice. For years we were allowed to
cvaluatc, sct up therapeutic exercise programs and make return to play decisions for Athletes in college and high school settings. However, when we entered the
Physical therapy clinic we were not qualified to do anything but run errands. Does this make any sense, as soon as we enter the clinic we forget all of our
education and training?

In Delaware we are now recognized for the education and training that we posses. With a physicians prescription for Athletic Training, Athletic Trainers have the
ability to evaluate, treat and discharge patients. It gives the physician the ability to choose who is best qualified to treat a particular patient.

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

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

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

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

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

Sincerely,
John Finley MEd, ATC, LAT
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CMS-1385-P-11521

Submitter : Mr. Philip Johnson
Organization:  American Association of Nurse Anesthetists
Category : Other Health Care Professional
Issue Areas/Comments
Background
Background

August 20, 2007

Office of the Administrator

Centers for Medicare & Medicaid Services

Department of Health and Human Services

P.O. Box 8018 RE: CMS 1385 P (BACKGROUND, IMPACT)
Baltimore, MD 21244 8018 ANESTHESIA SERVICES

Dear Administrator:

As a member of thc American Association of Nurse Anesthetists (AANA), I write to support the Centers
for Medicare & Medicaid Services (CMS) proposal to boost the value of anesthesia work by 32%. Under
CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008
compared with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to
ensure that Certified Registered Nurse Anesthetists (CRNASs) as Medicare Part B providers can continue
to provide Medicare beneficiaries with aceess to anesthesia services.

This increase in Medicare payment is important for several reasons.
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CMS-1385-P-11522

Submitter : Dr. Edmond Hattaway Date: 08/29/2007
Organization: ACA

Category : Chiropractor

Issue Areas/Comments

Medicare Economic Index (MEI)

Medicare Economic Index (MEI)

Centers for Medicare and Medicaid Services
Department of Health and Human Services
Attention: CMS-1385-P

PO Box 8018

Baltimore, Maryland 21244-8018

Re: TECHNICAL CORRECTIONS'

The proposed rule dated July 12th contained an item under the technical corrections section calling for the current regulation that permits a beneficiary to be
reimbursed by Medicare for an X-ray taken by a non-treating provider and used by a Doctor of Chiropractic to determine a subluxation, be eliminated. 1am
writing in strong opposition to this proposal.

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

By limiting a Doctor of Chiropractic from referring for an X-ray study, the costs for patient care will go up significantly due to the necessity of a referral to
another provider (orthopedist or rheumatologist, ctc.) for duplicative evaluation prior to referral to the radiologist. With fixed incomes and limited resources,
seniors may choose to forgo X-rays and thus, needed treatment. If treatment is delayed, illnesses that could be life threatening may not be discovered. Simply
put, it is the paticnt that will suffcr as result of this proposal.

1 strongly urge you to table this proposal. These X-rays, if needed, are integral to the overall treatment plan of Medicare patients and, again, it is ultimately the

patient that wiil suffer should this proposal become standing regulation.

Edmond Hattaway, DC
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CMS-1385-P-11523

Submitter : Mr. Tom Lyle Date: 08/29/2007
Organization :  Flagstaff High Schoo}
Category : Other Health Care Professional
Issue Areas/Comments
Background
Background

Dear Sir or Madam:

I am a certified athletic trainer and have worked at Flagstaff High School (AZ) for 21 years.

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

While 1 am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, 1 am more concerned
that these proposed rules will create additional lack of aceess to quality health care for my patients.

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

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

Since CMS seems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
rccommendations of those profcssionals that are tasked with overseeing the day-to-day health eare needs of their patients. I respectfully request that you withdraw
the proposcd changes related to hospitals, rural clinics, and any Medieare Part A or B hospital or rehabilitation facility.

Sincerely,

Tom Lyle, M.S., ATC
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CMS-1385-P-11524

Submiitter : Dr. Edward Nemergut Date: 08/29/2007
Organization : University of Virginia
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Mcdicare and Medicaid Services
Attcntion: CMS-1385-P

P.O. Box 8018

Balitimorc, MD 21244-80i18

Rc: CMS-1385-P
Anesthesia Coding (Part of 5-Year Review)
Dcar Ms. Norwalk:

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

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

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

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

Thank you for your consideration of this serious matter.
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Submitter : Ms. Barbara Morris
Organization :  University of South Florida
Category : Other Health Care Professional

Issue Areas/Comments
GENERAL
GENERAL
See Attached
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Dear Sir or Madam:

My name is Barbara Morris, I am a certified athletic trainer and strength and conditioning
specialist. I currently oversee 10 certified athletic trainers placed in public school
settings. In addition to that I assist in research, teach in the College of Medicine at the
University of South Florida and complete other duties as assigned.

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

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

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

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

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

Sincerely,

Barbara J. Morris, MS, ATC/L, CSCS

Assistant Program Director,

The SMART Institute

Department of Orthopaedics and Sports Medicine
University of South Florida
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CMS-1385-P-11526

Submitter : Ms. Melynda Wallace Date: 08/29/2007
Organization: AANA
Category : Other Health Care Professional
Issue Areas/Comments
Background
Background

August 20, 2007

Office of the Administrator

Centers for Medicare & Medicaid Services

Department of Health and Human Services

P.O. Box 8018 RE: CMS 1385 P (BACKGROUND, IMPACT)

Baltimore, MD 21244 8018 ANESTHESIA SERVICES

Dcar Administrator:

As a member of the American Association of Nurse Anesthetists (AANA), I write to support the Centers
for Medicare & Medicaid Serviees (CMS) proposal to boost the value of anesthesia work by 32%. Under
CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008
compared with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to
ensure that Certified Registered Nurse Anesthetists (CRNAs) as Medicare Part B providers can continue
to provide Medicare beneficiaries with access to anesthesia services.

This increasc in Medicare payment is important for several reasons.

1 First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for

anesthesia services, putting at risk the availability of anesthesia and other healthcare services for
Medicare beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and

others have demonstrated that Medicare Part B reimburses for most services at approximately

80% of private market rates, but reimburses for anesthesia services at approximately 40% of

private market rates.

1 Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B

providers services had been reviewed and adjusted in previous years, effective January 2007.

However, the value of anesthesia work was not adjusted by this process until this proposed rule.

1 Third, CMS proposed change in the relative value of anesthesia work would help to correct the

value of anesthesia services which have long slipped behind inflationary adjustments.

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable
growth rate (SGR) cut to Medieare payment, an average 12-unit anesthesia service in 2008 will be
reimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment
levels (adjusted for inflation).

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting
requiring anesthesia services, and are the predominant anesthesia providers to rural and medically
underserved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The
availability of anesthesia services depends in part on fair Medicare payment for them. I support the
agency s acknowledgement that anesthesia payments have been undervalued, and its proposal to increase
the valuation of anesthesia work in a manner that boosts Medicare anesthesia payment.

Sinccrely,

Melynda Kaye Wallace MSN, CRNA, FAAPM
Staff Ancsthetist

Cottage Hospital (A Critical Access Facility)
Woodsville, NH

603.747.9205

44 Goosc Lanc
Bath, NH 03740
mwallace@cottagehospital.org

City, Statc ZIP
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CMS-1385-P-11527

Submitter : Mr. William Sobodas : Date: 08/29/2007
Organization:  Lewis University
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL

Dear Sir or Madam:

I am a student at Lewis University graduating in May 2008. When | graduate, | plan to work as an Athletic Trainer for AT Physical Therapy, where 1 am
currently employed as a technician.

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

While 1 am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more coneerned
that thesc proposed rules will create additional lack of access to quality health care for my patients.

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

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. 1t is irresponsible for CMS, which is supposed to be
concerncd with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available.

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

Sincercly,

William Sobodas 11
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CMS-1385-P-11528

Submitter : Mr. John Craker . Date: 08/29/2007
Organization : SAFE Anestbesia LLC
Category : Other Health Care Professional
Issue Areas/Comments
Background
Background

Dear Administrator,

As a CRNA and a member of the AANA 1 am writing to support the Centers for Medicare and Medicaid Services (CMS) proposal to boost the value of anesthesia
work by 32%. As a provider of anesthesia services in rural areas I can attest to the fact that failure to elevate the conversion factor and continuing the 10% cuts
proposed by Congress will have deleterious effects on the ability to retain and recruit providers in rural areas. CRNA's are the predominant providers to rural and
medically underserved America. The continued availability of anesthesia services depends in part on fair Medicare payment for the CRNA's services. [ applaud the
agency's acknowledgemcent that anesthesia payments have been undervalued, and the proposal to increase the conversion factor will solidify the ability of CRNA's
to provide quality anesthesia services to the rural and medically underserved areas of America.

Sincerely

John Craker MSN, CRNA, MBA

SAFE Anesthesia LL.C

356 Miner Rd

Highland Hts, Ohio 44143
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CMS-1385-P-11529

Submitter : Dr. Jeff Konin Date: 08/29/2007
Organization :  University of South Florida
Category : Physical Therapist
Issue Areas/Comments
GENERAL
GENERAL

Dear Sir or Madam:

My name is Dr. Jeff Konin, and I am a licensed physical therapist and certified athletic trainer at the University of South Florida. I am also the Director of the
Athictic Training Education Program at USF.

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

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

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

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

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

Sincerely,

Jeff Konin, PhD,ATC,PT
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CMS-1385-P-11530

Submitter : Date: 08/29/2007
Organization :

Category : Physician

Issue Areas/Comments

Medicare Economic Index (MEI)

Medicare Economic Index (MEI)

1 am writing in strong opposition to the proposed rule dated July 12th containing an item under the technical corrections section calling for current regulation that
permits a bencficiary to be reimburscd by Medicare for an X-ray taken by a non-treating provider and used by a Doctor of Chiropractic to determine a
subluxation, be eliminated.

In certain cascs the patient clinically will require an X-ray to identify a subluxation or to rule out any "red flags" or to also determine diagnosis and treatment
options. X-rays may also be required to help determine the need for futher diagnostic testing.

By limiting a Doctor of Chiropractic from referring for an X-ray study, the cost for patient care will go up significantly due to the necessity of a referral to another
providor for DUPLICATIVE evaluation prior to referral to the radiologist. The patient will suffer as a result of this proposal.

I strongly urge you to table this proposal.
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CMS-1385-P-11531

Submitter : Ms. Kysha Harriell Date: 08/29/2007
Organization :  University of Miami
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL
Sce Attachment
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CMS-1385-P-11532

Submitter : Ms. Jane Steinberg Date: 08/29/2007
Organization:  University of South Carolina
_ Category : Academic
Issue Areas/Comments
GENERAL
GENERAL
Dear CMS:

My namc is Jane Steinberg and 1 am a certified athletic trainer, currently serving as the Clinical Education Coordinator for the Athletic Training Education
Program at the University of South Carolina. 1 worked in an orthopedic clinic in Tennessee for nine years prior to this academic position.

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

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

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

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

Since CMS seems to have come to these proposed changes without clinical or financial justification, 1 would strongly encourage the CMS to consider the
recommendations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. 1 respectfully request that you withdraw
the proposed changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sineerely,

Jane Steinberg, ATC, SCAT
Clinical Education Coordinator
214 Blatt PE Center

University of South Carolina
Columbia, SC 29208
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CMS-1385-P-11533

Submitter : Ms. Pat Loe Date: 08/29/2007
Organization:  San Benito Co. Board of Supervisors

Category : Physician

Issue Areas/Comments

Payment For Procedures And
Services Provided In ASCs

Payment For Procedures And Services Provided In ASCs

Pat Loe

San Benito Co.
Board of Supcrvisors
District 3

Hollistcr, Ca. 95023

To whom it may concern

San Benito County California is a regional neighbor and shares jurisdictional boarders with the counties of Monterey and Santa Cruz. As such we share many
regional health care physicians and practices. Medicare physician fees in our geographic region are in dire need of adjustment to recognize the high cost of
providing services here.

It is our belief that Option 3-revision to payment localities of the proposed rule is the most equitable and best option for California, but its calculation is faulty.

1f properly computed San Benito would qualify to be moved into the same locality as Monterey. The data that should be used to correctly calculate adjustments is
the information unearthed by the General Accounting Office in its June Report.

Plcase review this data and it will be apparent that our needs in San Benito County are equally significant to our neighbor counties.

Sincercly

Pat Loe
Supervisor District 3
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CMS-1385-P-11534

Submitter : Duane Olson Date: 08/29/2007
Organization:  Huntington Beach Fire Department

Category : Local Government

Issue Areas/Comments

Ambulance Services

Ambulance Services

See attached

Beneficiary Signature

Beneficiary Signature

See attached

CMS-1385-P-11534-Attach-1.PDF
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CITY OF HUNTINGTON BEACH

2000 MAIN STREET CALIFORNIA 92648
FIRE DEPARTMENT

August 27, 2007

Leslie Norwalk, Acting Administrator
Centers for Medicare & Medicaid Services
Department of Health & Human Services
Attention: CMS-1385-P

P.O. Box 8012

Baltimore, Maryland 21244-8012

Re: CMS-1385-P; Medicare Program; Proposed Revisions to Payment Policies Under
the Physician Fee Schedule, and Other Part B Payment Policies for CY 2008; Proposed
Revisions to the Payment Policies of Ambulance Services Under the Ambulance Fee
Schedule for CY 2008; and the Proposed Elimination of the E-Prescribing Exemption
for Computer-Generated Facsimile Transmissions.

Dear Ms. Norwalk:

The Huntington Beach Fire Department provides emergency ambulance services to the
communities which we serve. The proposed rule would have a direct impact on our operation
and the high quality health care we provide to Medicare beneficiaries. We therefore greatly
appreciate this opportunity to submit comments on the proposed rule.

BENEFICIARY SIGNATURE

The Huntington Beach Fire Department commends CMS for recognizing that providers and
suppliers of emergency ambulance transportation face significant hardships in seeking to
comply with the beneficiary signature requirements. Ambulance services are atypical among
Medicare covered services to the extent that, for a large percentage of encounters, the
beneficiary is not in a condition to sign a claims authorization during the entire time the supplier
~ is treating and/or transporting the beneficiary. Many beneficiaries are in physical distress,
unconscious, or of diminished mental capacity due to age or illness. The very reason they
need ambulance transportation often contraindicates the appropriateness of attempting to
obtain a signature from the beneficiary.

We believe strongly, however, that the relief being proposed by CMS would have the
unintended effect of increasing the administrative and compliance burden on ambulance
services and on the hospitals. Accordingly, we urge CMS to abandon this approach and
instead eliminate entirely the beneficiary signature requirement for ambulance services.

1



CMS-1385-P-11535

Submitter : Cissie Horton Date: 08/29/2007
‘Organization: AANA
Category : Other Health Care Provider
Issue Areas/Comments
Background
Background

August 29, 2007

Dcar Administrator:

As a member of the American Association of Nurse Anesthetist, I write to support the Centers for Medicaid and Medicare Services proposal to boost the value of
anesthesia work by 32%. Under CMS proposed rule Medicare would increase the anesthesia conversion factor by 15% in 2008 compared with current levels. 1f
adopted, the proposal would help to ensure that CRNAs as Medicare Part B providers can continue to provide Medicare beneficiaries with access to anesthesia
scrvices.

This increase in Mcdicarc payment is important for several reasons:

1) Mcdicare currently under-reimburses for anesthesia services, putting at risk the availability of anesthesia and other healthcare services for Medicare beneficiaries.
Studies by the Mcdicare Payment Advisory Commission and others have demonstrated that Medicare Part B reimburses for most services at approx 80% of private
market rates, but reimburses for anesthesia services at approx 40% of private market rates.

2) This proposed rule reviews and adjusts anesthesia services for 2008. Most Part B providers services had been reviewed and adjusted in previous years, effective
January 2007. However, the value of anesthesia work was not adjusted by this process until this proposed rule.

3)CMS proposed change in the relative value of anesthesia work would help to correct the value of anesthesia services which have long slipped behind
inflationary adjustments.

If CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable growth rate cut to Medicare payment, an average 12-unit anesthesia
service in 2008 will be reimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment levels (adjusted for inflation).

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting requiring anesthesia services, and are the predominant
anesthesia providers to rural and medically underserved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The availability of
anesthesia services depends in part on fair Medicare payment for them. I support the agency s acknowledgement that anesthesia payments have been undervalued,
and its proposal to increase the valuation of anesthesia work in a manner that boosts Medieare anesthesia payment.

Sincerely,
Cissic Horton
425 Williams Drive

Apartment 637
Marictta, GA 30066
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CMS-1385-P-11536

Submitter : Ms. James Carroll Date: 08/29/2007
Organization : American Association of Nurse Anesthetists
Category : Other Health Care Professional
Issue Areas/Comments
Background
Background

Office of the Administrator

Centers for Medicare & Medicaid Scrvices

Department of Health and Human Services

P.O. Box 8018 RE: CMS 1385 P (BACKGROUND, IMPACT)

Baltimore, MD 21244 8018 ANESTHESIA SERVICES

Dcar Administrator:

As a member of the American Association of Nurse Anesthetists (AANA), 1 write to support the Centers
for Medicare & Medicaid Services (CMS) proposal to boost the value of anesthesia work by 32%. Under
CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008
compared with current levels. (72 FR 38122, 7/12/2007) 1f adopted, CMS proposal would help to
ensure that Certificd Registered Nurse Anesthetists (CRNAs) as Medicare Part B providers can continue
to provide Medicarc beneficiaries with access to anesthesia services.

This increasc in Medicarc payment is important for several reasons.

1 First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for

anesthesia scrvices, putting at risk the availability of anesthesia and other healthcare services for
Mecdicare beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and

others have demonstrated that Medicare Part B reimburses for most services at approximately

80% of privatc markct rates, but reimburses for anesthesia services at approximately 40% of

private market rates.

1 Second, this proposed rule reviews and ad)justs anesthesia services for 2008. Most Part B

providers services had been reviewed and adjusted in previous years, effective January 2007.

However, the valuc of ancsthesia work was not adjusted by this process until this proposed rule.

1 Third, CMS proposed change in the relative value of anesthesia work would help to correct the

value of ancsthesia services which have long slipped behind inflationary adjustments.

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable
growth rate (SGR) cut to Medicare payment, an average 12-unit anesthesia service in 2008 will be
reimburscd at a rate about 17% below 2006 payment Icvels, and more than a third below 1992 payment
levels (adjusted for inflation).

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting
requiring ancsthesia services, and are the predominant anesthesia providers to rural and medically
underserved Amcrica. Medicare patients and healthcare delivery in the U.S. depend on our services. The
availability of anesthesia services depends in part on fair Medicare payment for them. I support the
agency s acknowledgement that anesthesia payments have been undervalued, and its proposal to increase
the valuation of anesthesia work in 2 manner that boosts Medicare anesthesia payment.

I am an anesthesia provider in a rural hospital. Cutting reimbursement for anesthesia services, or failing to increase the valuation of those services, will
compromise the access of rural Americans to quality health care, and in fact may threaten the survival of critically ill or injured patients.
Sincerely,

Name & Credential

Address

City, State ZIP
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Submitter : Dr. Lynn White
Organization :  Dr. Lynn White
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL
Sce Attachment
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H /s 29

Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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 : Mr. FREEBORN UKPEDE
Organization: AANA
Category : Other Practitioner

Issue Areas/Comments
GENERAL
GENERAL

CMS-1385-P-11540

Date: 08/29/2007

http://www.aana.com/uploadcdFiles/Members/Government_Relations/Federal Issues/20070822_aana_%20memberlt_cms.pdf
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CMS-1385-P-11541

Submitter : Mr. Reb Monaco Date: 08/29/2007
Organization :  San Benito Co Board of Supervisors Dist. 4
Category : Local Government
Issue Areas/Comments
Payment For Procedures And
Services Provided In ASCs
Payment For Procedures And Services Provided In ASCs

Rcb Monaco

San Benito Co.
Board of Supervisors
District 4

Hollister, Ca. 95023

To whom it may concern

San Benito County California is a regional neighbor and shares jurisdictional boarders with the counties of Monterey and Santa Cruz. As such we share many
regional health care physicians and practices. Medicare physician fees in our gcographic region are in dire need of adjustment to recognize the high cost of
providing scrvices here.

It is our belief that Option 3-revision to payment localities of the proposed rule is the most equitable and best option for California, but its calculation is faulty.

If properly computed San Benito would qualify to be moved into the same locality as Monterey. The data that should be used to correctly calculate adjustments is
the information uncarthed by the General Aceounting Office in its June Report.

Pleasc review this data and it will be apparent that our needs in San Benito County are equally significant to our neighbor counties.

Sincercly

Reb Monaco
Supervisor District 4
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CMS-1385-P-11542

Submitter : Dr. David Amar Date: 08/29/2007
Organization:  Memorial Sloan-Kettering Cancer Center
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Mcdicarc and Mcdicaid Services
Attention; CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

Rec: 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. | 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 1 support full implementation of the
RUC s recommendation.

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

Thank you for your consideration of this serious matter.
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CMS-1385-P-11543

Submitter : Dr. Anir Dhir Date: 08/29/2007
Organization:  Dermatology Associates of Kentucky, PSC
Category : Physician

Issue Areas/Comments

Coding--Multiple Procedure
Payment Reduction for Mohs
Surgery

Coding--Multiple Procedure Payment Reduction for Mohs Surgery

This change will have a significant negative impact on the healthcare of U.S. citizens and potentially add unnecessary cost to the delivery of healthcare in this
country, by reducing the cure rates for skin cancer from well over 99% to the 90-94% achievable with non-Mohs approaches and forcing more surgeries to be
done in the hospital setting. Mohs micrographic surgery is the gold standard among all treatments for skin cancer, allowing the physician to examine 100% of the
cancer margin to insure complete removal of the cancer with loss of as little normal skin as possible. The critical component of Mohs surgery includes meticulous
removal and microscopic examination of the entire edge and deep margin of the cancer, in which the same physician serves as both surgeon and pathologist. The
procedure is particularly valuable in the treatment of skin cancers in cosmetically or functionally important areas such as the face, neck, hands, feet and genitalia.
It is also valuable for large, aggressive, or ill-defined cancers and for those that have recurred after other previous treatment.

In 2006, CMS reviewed the American Medical Association s Current Procedural Terminology (CPT) codes 17304 17310 (Mohs micrographic surgery) and
requcsted that new site-specific codes be developed similar to those used for other excisional surgery. The American Academy of Dermatology, the American
Society for Dermatologic Surgery, and the American College of Mohs Micrographic Surgery and Cutaneous Oncology participated in last year s review of the
Mohs CPT codes, and new codes were adopted (17311-17315) addressing CMS concerns without adversely affecting the delivery of these services to patients in
nccd. If the proposed change is enacted, we will be forced to change the way we deliver care in order to cover our costs of providing this service.

In its review of the Mohs codes in 1991, CMS agreed that Mohs excisions are separate staged procedures; they will be paid separately with no multiple surgery
reductions. This rule was placed in the Federal Register at that time (Federal Register, November 25, 1991, volume 56, #227, pg 59602). In 2004, the Mohs
codes were added to the CPT Appendix E list of codes exempt from the -51 modifier and the multiple surgery reduction rule, to eliminate the occasional carrier
misunderstanding when the multiple surgery reduction was applied to these codes, The July 2004 CPT Assistant article reviewed the rationale: The rationale for
this policy is that for many surgical procedures some of the work of a procedure is not repeated when two or more procedures are performed. For these procedures
the intraservice work is only 50% of the total work, while the other 50% represents pre- and post-service work that overlaps when multiple procedures are
performed on the same patient on the same date of service. For Mohs surgery, however, greater than 80% of the work is intraservice work that does not overlap
when two or more procedures are performed. The pathology portion of Mohs surgery constitutes a large portion of this total and also is not reduced with multiple
procedures. The pre-service and post-service work values are small because there is a zero-day global period. Together there is very little overlap or reduction in
work when two or more tumors are treated on the same patient on the same day. Therefore, Mohs surgery codes are exempt from the use of modifier 51.

The exemption of the Mohs codes from the MSRR has been maintained by CMS since 1992 and was not questioned during the CMS mandated five-year review
of the Mohs codes undertaken last fall or during presentation of the new Mohs codes to the AMA Relative Value Update Committee (RUC) in October, 2006.
Our practice has been caring for the patients of Kentucky since 1951, and we have been successfully treating patients via Mohs surgery for 20 years. If the
proposed changc is enacted, patients will suffer and CMS will spend more to achieve less.
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CMS-1385-P-11544

Submitter : Mrs. Carrie Harris Date: 08/29/2007
Organization:  American Association of Nurse Anesthetists
Category : Other Health Care Professional
Issue Areas/Comments
Background
Background

August 20, 2007

Office of the Administrator

Centers for Medicare & Medicaid Services

Dcpartment of Health and Human Services

P.O. Box 8018

Baltimore, MD 21244 8018 :

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

Dcar Administrator:

As a member of the American Association of Nurse Anesthetists (AANA), I write to support the Centers for Medicare & Medicaid Services (CMS) proposal to
boost the value of anesthesia work by 32%. Under CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008 compared
with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to

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

This increase in Medicare payment is important for several reasons.

1 First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for anesthesia services, putting at risk the availability of anesthesia and
other healthcare services for

Medicare beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and others have demonstrated that Medicare Part B reimburses for
most services at approximately 80% of private market rates, but reimburses for anesthesia services at pproximately 40% of private market rates.

1 Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B providers services had been reviewed and adjusted in previous years,
cffective January 2007. Howecver, the value of anesthesia work was not adjusted by this process until this proposed rule.

1 Third, CMS proposed change in the relative value of anesthesia work would help to correct the value of anesthesia services which have long slipped behind
inflationary adjustments.

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable growth rate (SGR) cut to Medicare payment, an average
12-unit anesthesia service in 2008 will be reimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment levels (adjusted
for inflation), ’

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting requiring anesthesia services, and are the predominant
ancsthesia providers to rural and medically

underserved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The availability of anesthesia services depends in part on fair
Medicare payment for them. I support the agency s acknowledgement that anesthesia payments have been undervalued, and its proposal to increase the valuation of
anesthesia work in a manner that boosts Medicare anesthesia payment.

Sincerely,

Carrie Harris, CRNA, MS, APNP
6626 West Ohio Avenue
Milwaukee, W1 53219
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CMS-1385-P-11545

Submitter : Mr. Lewis Stanley Date: 08/29/2007
Organization:  Mr. Lewis Stanley
Category : Other Heaith Care Professional

Issue Areas/Comments
Background

Background

As a member of the American Association of Nurse Anesthetists (AANA), | write to support the Centers for Medicare & Medicaid Services (CMS) proposal to
boost the value of anesthesia work by 32%. Under CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008 compared
with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to

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

This increase in Medicare payment is important for several reasons.

1 First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for anesthesia services, putting at risk the availability of anesthesia and
other healthcare services for

Medicare beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and others have demonstrated that Medicare Part B reimburses for
most services at approximately 80% of private market rates, but reimburses for anesthesia services at approximately 40% of private market rates.

1 Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B providers services had been reviewed and adjusted in previous years,
cffective January 2007.

Howcvecr, the valuc of ancsthesia work was not adjusted by this process until this proposed rule.

1 Third, CMS proposed change in the relative value of anesthesia work would help to correct the value of anesthesia services which have long slipped behind
inflationary adjustments.

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable growth rate (SGR) cut to Medicare payment, an average
12-unit anesthesia service in 2008 will be reimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment levels (adjusted
for inflation).

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting requiring anesthesia services, and are the predominant
anesthesia providers to rural and medically

underscrved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The availability of anesthesia services depends in part on fair
Medicare payment for them. I support the agency s acknowledgement that anesthesia payments have been undervalued, and its proposal to increase the valuation of
anesthcsia work in a manner that boosts Medicare anesthesia payment.
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CMS-1385-P-11546

Submitter : Mr. Steve Gross Date: 08/29/2007
Organization :  Capital High Schoo! (Randy Carlson)
Category : Other Health Care Professional

Issue Areas/Comments
GENERAL
GENERAL

Dcar Sir or Madam:

My namc is Stcve Gross and I have been employed by Capital High School as an Athletic Trainer and Health Teacher for the past 17 years. 1 work with
approximately 700 athletes, 67 Coaches who participate in 12 sports. 1 also have a successful relationship with the six Orthopedic Surgeons and four Physical
Therapists that work directly with Helena School District #1 in Montana.

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

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

As an athlctic trainer, 1 am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical experience, and national certification exam ensure that my patients receivc quality health care. State law and hospital medical professionals have deemed
mc qualified to perform these services and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. 1t is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services: The flexible current standards of
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available.

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

Sincerely,

Steven M Gross ATC.CSCS
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CMS-1385-P-11547

Submitter : Mr. william darmody Date: 08/29/2007
Organization : aana
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL

Please cosponser hr 1932 to reverse the 10% medicare cuts for anesthesia providers.
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CMS-1385-P-11548

Submitter : Dr. Ronald Albrecht Date: 08/29/2007
Organization:  Dr. Ronald Albrecht

Category : Physician

Issue Areas/Comments

Resource-Based PE RVUs

Resource-Based PE RVUs
I STRONGLY, ..VERY STRONGLY support the inerease in ANESTHESIA unit value recommended for 2008 by the RUC.

Ancsthesiology services were severely undervalued at the onset of RBRVS. This was openly acknowledged by CMS in it's comments in the FEDERAL
REGISTER prior to implementation of anesthesia RBRVS. The RUC recommendations will partially correct the inequity.

As a RETIRED anestheiologist and, more importantly, a CURRENT MEDICARE BENEFICIARY 1 have a very strong interest in having the best medical
scrvices available to me. Please IMPLEMENT THE FULL INCREASE RECOMMENDED BY THE RUC. [ want to stay alive as long as 1 can.
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CMS-1385-P-11549

Submitter : Dr. Kevin Anderson Date: 08/29/2007
Organization : Anesthesiology Group Associates, Inc
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Re: CMS-1385-P<br>

Ancsthesia Coding (Part of 5-Year Review)<br><br>

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

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, Medieare 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.<br><br>

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

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.<br><br>

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

Kevin Andcrson, MD
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CMS-1385-P-11550

Submitter : Mr. Steven Ippel Date: 08/29/2007
Organization : Mr. Steven Ippel
Category:  Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL

August 20, 2007

Office of the Administrator

Centers for Medicare & Medicaid Services
Department of Health and Human Services

P.O. Box 8018 RE: CMS 1385 P (BACKGROUND, IMPACT)
Baltimore, MD 21244 8018 ANESTHESIA SERVICES
Dear Administrator:

As a member of the American Association of Nurse Anesthetists (AANA), [ write to support the Centers for Medicare & Medicaid Services (CMS) proposal to
boost the value of anesthesia work by 32%. Under CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008 compared
with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to ensure that Certified Registered Nurse Anesthetists (CRNAs) as
Medicare Part B providers can continue to provide Medicare beneficiaries with access to anesthesia services.

This incrcase in Medicare payment is important for several reasons.

? First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for anesthesia services, putting at risk the availability of anesthesia and
other healthcare services for Medicarc beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and others have demonstrated that
Medicare Part B reimburses for most services at approximately 80% of private market rates, but reimburses for anesthesia services at approximately 40% of private
market rates.

7 Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B providers services had been reviewed and adjusted in previous years,
effective January 2007. However, the value of anesthesia work was not adjusted by this process until this proposed rule.

? Third, CMS proposed change in the relative value of anesthesia work would help to correct the value of anesthesia services which have long slipped behind
inflationary adjustments.

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable growth rate (SGR) cut to Medicare payment, an average
12-unit anesthesia service in 2008 will be reimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment levels (adjusted
for inflation).

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting requiring anesthesia services, and are the predominant
anesthcsia providers to rural and medically underserved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The availability of
anesthesia services depends in part on fair Medicare payment for them. I support the agency s acknowledgement that anesthesia payments have been undervalued,
and its proposal to increase the valuation of anesthesia work in a manner that boosts Medicare anesthesia payment.

.

Sincerely,

Steven Ippel CRNA

1729 Andrew St. SE

Kentwood, MI 49508
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CMS-1385-P-11551

Submitter : Dr. Gretchen Schlabach Date: 08/29/2007
Organization:  Northern Ilineis University
Category : Academic
Issue Areas/Comments
GENERAL
GENERAL

Dear Sir or Madam:

I am an associate professor and athletic training program director at Northern Illinois University. Furthermore, I have proudly served the National Athletic Trainers
Association (NATA) as a member of the NATA Ethics Committee, NATAREF Research Committee, NATA Women in Athletic Training Committee, and
NATAEC Post Certification Graduate Education Committee. Recently, I became the Chair of the NATA Ethics Committee and a member of the Ethics and
Professional Standards Committee of the Commission on the Accreditation of Athletic Training Education (CAATE). My work in professional values and ethics
has lead to the first text relative to Professional Ethics in Athletic Training.

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

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

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

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

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

Sincercly,

Gretchen Schlabach, PhD, ATC, LAT
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CMS-1385-P-11552

Submitter : Dr. Ernesto Lombardi Date: 08/29/2007
Organization:  North White Plains Chirepractic PC
Category : Chiropractor

Issue Areas/Comments

Technical Corrections

Technical Corrections
Re: TECHNICAL CORRECTIONS
The proposed rule dated July 12th contained an item under the technical corrections section calling for the current regulation that permits a beneficiary to be

rcimbursed by Medicare for an X-ray taken by a non-treating provider and used by a Doctor of Chiropractic to determine a subluxation, be eliminated. [am
writing in strong opposition to this proposal.

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

By limiting a Doctor of Chiropractic from referring for an X-ray study, the costs for patient care will go up significantly due to the necessity of a referral to
another provider (orthopedist or rhcumatologist, etc.) for duplicative evaluation prior to referral to the radiologist. With fixed incomes and limited resources
scniors may choosc to forgo X-rays and thus needed treatment. If treatment is delayed illnesses that could be life threatening may not be discovered. Simply put,
it is the paticnt that will suffer as result of this proposal.

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

Sincerely,

Emesto Lombardi D.C.
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Submitter : Mrs. Stephanie Macy
Organization:  Stephanie A. Macy, CRNA, PC
Category : Other Health Care Professional
Issue Areas/Comments

Background

Background

August 29, 2007

Office of the Administrator

Centers for Medicare & Medicaid Services

Department of Health and Human Services

P.O. Box 8018 RE: CMS 1385 P (BACKGROUND, IMPACT)

Baltimore, MD 21244 8018 ANESTHESIA SERVICES

Dear Administrator:

As a member of the American Association of Nurse Anesthetists (AANA), 1 write to support the Centers
for Medicare & Medicaid Services (CMS) proposal to boost the value of anesthesia work by 32%. Under
CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008
compared with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to
ensure that Certified Registered Nurse Anesthetists (CRNAs) as Medicare Part B providers can continue
to provide Medicare beneficiaries with access to anesthesia services.

This increase in Medicare payment is important for several reasons.

1 First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for

anesthesia services, putting at risk the availability of anesthesia and other healthcare services for
Mcdicare beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and

others have demonstrated that Medicare Part B reimburses for most services at approximately

80% of private market rates, but reimburses for anesthesia services at approximately 40% of

private markct ratcs.

1 Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B

providers services had been reviewed and adjusted in previous years, effective January 2007.

However, the value of anesthesia work was not adjusted by this process until this proposed rule.

1 Third, CMS proposed change in the relative value of anesthesia work would help to correct the

valuc of anesthcsia scrvices which have long slipped behind inflationary adjustments.

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable
growth rate (SGR) cut to Medicare payment, an average 12-unit anesthesia service in 2008 will be
rcimbursed at a ratc about 17% below 2006 payment levels, and more than a third below 1992 payment
levels (adjusted for inflation).

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting
requiring anesthesia services, and are the predominant anesthesia providers to rural and medically
underserved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The
availability of anesthesia services depends in part on fair Medicare payment for them. I support the
agency s acknowledgement that anesthesia payments have been undervalued, and its proposal to increase
the valuation of anesthesia work in a manner that boosts Medicare anesthesia payment.

Sincerely,

Stephanie A. Macy, CRNA
4609 Wind Hill Ct. E.

Fort Worth, TX 76179
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CMS-1385-P-11554

Submitter : Mrs. Patricia Satariano-Hayden Date: 08/29/2007
Organization :  American Association of Nurse Anesthetists
Category : Other Health Care Provider
Issue Areas/Comments
GENERAL
GENERAL
See Attachment

CMS-1385-P-11554-Attach-1.PDF
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August 20, 2007
Office of the Administrator
Centers for Medicare & Medicaid Services
Department of Health and Human Services

P.O. Box 8018 RE: CMS-1385-P (BACKGROUND, IMPACT)
Baltimore, MD 21244-8018 ANESTHESIA SERVICES
Dear Administrator:

As a member of the American Association of Nurse Anesthetists (AANA), I write to support the Centers
for Medicare & Medicaid Services (CMS) proposal to boost the value of anesthesia work by 32%. Under
CMS’ proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008
compared with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS’ proposal would help to
ensure that Certified Registered Nurse Anesthetists (CRNAs) as Medicare Part B providers can continue
to provide Medicare beneficiaries with access to anesthesia services.

This increase in Medicare payment is important for several reasons.

® First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for
anesthesia services, putting at risk the availability of anesthesia and other healthcare services for
Medicare beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and
others have demonstrated that Medicare Part B reimburses for most services at approximately
80% of private market rates, but reimburses for anesthesia services at approximately 40% of
private market rates.

= Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B
providers’ services had been reviewed and adjusted in previous years, effective January 2007.
However, the value of anesthesia work was not adjusted by this process until this proposed rule.

* Third, CMS’ proposed change in the relative value of anesthesia work would help to correct the
value of anesthesia services which have long slipped behind inflationary adjustments.

Additionally, if CMS’ proposed change is not enacted and if Congress fails to reverse the 10% sustainable
growth rate (SGR) cut to Medicare payment, an average 12-unit anesthesia service in 2008 will be
reimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment
levels (adjusted for inflation).

America’s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting
requiring anesthesia services, and are the predominant anesthesia providers to rural and medically
underserved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The
availability of anesthesia services depends in part on fair Medicare payment for them. I support the
agency’s acknowledgement that anesthesia payments have been undervalued, and its proposal to increase
the valuation of anesthesia work in a manner that boosts Medicare anesthesia payment.

Sincerely,

Name & Credential

Address

City, State ZIP




CMS-1385-P-11555

Submitter : Dr. Christopher Scoma Date: 08/29/2007
Organization :  Dr. Christopher Scoma
Category : Chiropractor

Issue Areas/Comments
Technical Corrections

Technical Corrections

I am against the recommendations mentioned in the CMS 1385-P.
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CMS-1385-P-11556

Submitter : Dr. steve caputo Date: 08/29/2007
Organization:  Dr. steve caputo
Category : ' Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

Centcrs for Medicare and Mcdicaid Scrvices
Attention: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

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

Dcar Ms. Norwalk:

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

When the RBRVS was institutcd, 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 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
areas with disproportionately high Medicare populations.

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

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

Thank you for your consideration of this serious matter.

Resource-Based PE RVUs

Resource-Based PE RVUs

Leslie V. Norwalk, Esq.

Acting Administrator

Ccnters for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

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

Dcar Ms. Norwalk:

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

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

In an effort to rectify this untcnable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undervaluation of ancsthesia services. 1am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation. '
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To ensure that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediately implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.
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CMS-1385-P-11557

Submitter: ~ Dr. Kirk Bailey Date: 08/29/2007
Organization :  Anesthesiology Group Associates, Inc.
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Re: CMS-1385-P<br>

Anesthesia Coding (Part of 5-Year Review)<br><br>

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

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.<br><br>

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

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

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

Kevin Anderson, MD
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CMS-1385-P~11558

Submitter : Dr. Peter Sarfatis ' Date: 08/29/2007
Organization :  Dr. Peter Sarfatis
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

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
rccognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

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

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

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

Thank you for your consideration of this serious matter.
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Submitter : Mrs. Sara Byerly Date: 08/29/2007
Organization:  AANA
Category : Other Health Care Professional
Issue Areas/Comments
Background
Background

August 20, 2007

Office of the Administrator

Centers for Medicare & Medicaid Services

Department of Health and Human Services

P.O. Box 8018 RE: CMS 1385 P (BACKGROUND, IMPACT)

Baltimore, MD 21244 8018 ANESTHESIA SERVICES

Dear Administrator:

As a member of the American Association of Nurse Anesthetists (AANA), 1 write to support the Centers
for Medicare & Medicaid Services (CMS) proposal to boost the value of anesthesia work by 32%. Under
CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008
compared with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to
cnsure that Certified Registered Nurse Anesthetists (CRNAs) as Medicare Part B providers can continue
to provide Medicare beneficiaries with access to anesthesia services.

This incrcase in Mcdicare payment is important for several reasons.

1 First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for

ancsthesia services, putting at risk the availability of anesthesia and other healthcare services for
Mcdicare beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and

others have demonstrated that Medicare Part B reimburses for most services at approximately

80% of private markct rates, but reimburses for anesthcsia services at approximately 40% of

privatc market ratcs.

i Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B

providers services had been reviewed and adjusted in previous years, effective January 2007.

However, the value of anesthesia work was not adjusted by this process until this proposed rule.

1 Third, CMS proposed change in the relative value of anesthesia work would help to correct the

valuc of ancsthesia services which have long slipped behind inflationary adjustments.

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable
growth rate (SGR) cut to Medicare payment, an average 12-unit ancsthesia service in 2008 will be
rcimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment
levels (adjusted for inflation). ’

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting
requiring anesthesia services, and are the predominant anesthesia providers to rural and medically
underscrved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The
availability of anesthesia services depends in part on fair Medicare payment for them. I support the
agency s acknowledgement that anesthesia payments have been undervalued, and its proposal to increase
the valuation of anesthesia work in a manner that boosts Medicare anesthesia payment.

Sincerely,

Sara Bycrly, CRNA

2546 W. Pensacola

Chicago, IL 60618
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CMS-1385-P-11560

Submitter : Dr. Robert F. Koebert Date: 08/29/2007
Organization:  Dr. Robert F. Koebert
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

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

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

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

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

Thank you for your consideration of this scrious matter.

Robert F. Koebert, M.D.
Milwaukce, WI
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CMS-1385-P-11561

Submitter : Dr. R. Kirk Reid Date: 08/29/2007
Organization : Jackson Anesthesia Associates
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL
attachment

CMS-1385-P-11561-Attach-1.PDF
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Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Re: CMS-1385-P
Anesthesia Coding (Part of S-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 $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.



CMS-1385-P-11562

Submitter : Mrs. Helen Sarfatis Date: 08/29/2007
Organization:  Mrs. Helen Sarfatis
Category : Nurse
Issue Areas/Comments
GENERAL
GENERAL

Dcar Ms. Norwalk:

[ am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. 1am grateful that CMS has
recognized the gross undervaluation of ancsthesia 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. Iam pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

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

Thank you for your consideration of this serious matter.
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Submitter : Dr. Collette Jones

Organization : SJAS
Category : Physician

Issue Areas/Comments
Medicare Economic Index (MEI)

Medicare Economic Index (MEI)

pleasc increase medicare pay rate.

CMS-1385-P-11563
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CMS-1385-P-11564

Submitter : Mrs. Christine Oha Date: 08/29/2007
Organization: AANA
Category : Other Practitioner
Issue Areas/Comments
Background
Background

August 29th, 2007

Office of the Administrator

Centers for Medicare & Medicaid Services

Department of Health and Human Services

P.O. Box 8018 RE: CMS 1385 P (BACKGROUND, IMPACT)

Baltimore, MD 21244 8018 ANESTHESIA SERVICES

Dcar Administrator:

As a member of the Amcrican Association of Nurse Anesthetists (AANA), I write to support the Centers
for Mcdicarc & Medicaid Services (CMS) proposal to boost the value of anesthesia work by 32%. Under
CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008
compared with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to
cnsure that Certified Registered Nurse Anesthetists (CRNAs) as Medieare Part B providers can continue
to provide Medicare beneficiaries with access to anesthesia services.

This increase in Medicare payment is important for several reasons.

1 First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for

ancsthesia services, putting at risk the availability of anesthesia and other healthcare services for
Mecdicare beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and

others have demonstrated that Medicare Part B reimburses for most services at approximately

80% of private market rates, but reimburses for anesthesia services at approximately 40% of

private market rates.

1 Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B

providers services had been reviewed and adjusted in previous years, effective January 2007.

Howcver, the valuc of anesthesia work was not adjusted by this process until this proposed rule.

t Third, CMS proposed change in the relative value of anesthesia work would help to correct the

value of anesthesia services which have long slipped behind inflationary adjustments.

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable
growth rate (SGR) cut to Medicare payment, an average 12-unit anesthesia service in 2008 will be
reimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment
levels (adjusted for inflation).

America s 36,000 CRNASs provide some 27 million anesthetics in the U.S. annually, in every setting
requiring anesthesia services, and are the predominant anesthesia providers to rural and medically
underserved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The
availability of anesthesia services depends in part on fair Medicare payment for them. I support the
agency s acknowledgement that anesthesia payments have been undervalued, and its proposal to increase
the valuation of anesthesia work in a manner that boosts Medicare anesthesia payment.

Sincerely,

Christinc Oha__ BSN SRNA
Namc & Credcntial

905 Marble Drive
Address

Naples, FL 34104
City, State ZIP
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CMS-1385-P-11565

Submitter : Dr. Daniel Butler Date: 08/29/2007
Organization ; Anesthesiology Group Associates, Inc.
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Rc: CMS-1385-P<br>

Ancsthesia Coding (Part of 5-Year Review)<br><br>

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

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthcsia work compared to
other physician services. Today, more than a decade since the RBRVS took effect, 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.<br><br>

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

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.<br><br>

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

Daniel Butler, MD
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Submitter : Ms. Melanie Schuelein Date: 08/29/2007
Organization:  Ms. Melanie Schuelein
Category : Individual
Issue Areas/Comments
GENERAL
GENERAL

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
rcecognized 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
othcr physician serviccs. Today, morc than a decade since the RBRVS took effect, Medicare payment for ancsthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionately high Mcdicare populations.

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

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

Thank you for your considcration of this serious matter.
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Submitter : Date: 08/29/2007
Organization :
Category : Other Health Care Professional

Issue Areas/Comments
Background

Background

August 29, 2007

Office of thc Administrator

Centers for Mcdicarc & Medicaid Services

Department of Health and Human Services

P.O. Box 8018

RE: CMS 1385 P (BACKGROUND, IMPACT)
Baltimore, MD 21244 8018 ANESTHESIA SERVICES

Dear Administrator:

As a mcmber of the American Association of Nurse Anesthetists (AANA), I write to support the Centers for Medicare & Medicaid Services (CMS) proposal to
boost the value of anesthesia work by 32%. Under CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008 compared
with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to ensure that Certified Registered Nurse Anesthetists (CRNAs) as Medicare
Part B providers can continue to provide Medicare beneficiaries with access to anesthesia services. This increase in Medicare payment is important for several
reasons.

_ First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for

ancsthesia services, putting at risk the availability of anesthesia and other healthcare services for

Medicare beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and

othcrs have demonstrated that Medicare Part B reimburses for most services at approximately

80% of privatc market rates, but reimburses for anesthesia services at approximately 40% of

private market rates. Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B providers services had been reviewed and adjusted
in previous years, effective January 2007. However, the value of anesthesia work was not adjusted by this process until this proposed rule. Third, CMS proposed
change in the rclative value of anesthesia work would help to correct the value of anesthesia services which have long slipped behind inflationary adjustments.
Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable growth rate (SGR) cut to Medicare payment, an average
12-unit anesthesia service in 2008 will be reimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment levels (adjusted
for inflation).

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting requiring anesthesia services, and are the predominant
ancsthesia providers to rural and medically underserved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The availability of
anesthesia services depends in part on fair Medicare payment for them. I support the agency s acknowledgement that anesthesia payments have been undervalued,
and its proposal to increase the valuation of anesthesia work in a manner that boosts Medicare anesthesia payment.

- Sincerely,

Thomas Wayne Hoffman, CRNA
3116 Bradford Place
Birmingham, AL 35242

Page 2372 of 2934 August 302007 08:35 AM




CMS-1385-P-11568

Submitter : Mr. Christopher James
Organization: AANA
Category : Other Practitioner
Issue Areas/Comments

Background

Background

August 20, 2007

Officc of the Administrator

Ccntcrs for Medicare & Medicaid Services

Department of Health and Human Services

P.O. Box 8018 RE: CMS 1385 P (BACKGROUND, IMPACT)

Baltimore, MD 21244 8018 ANESTHESIA SERVICES

Dcar Administrator:

As a member of the American Association of Nurse Anesthetists (AANA), 1 write to support the Centers
for Medicare & Mecdicaid Services (CMS) proposal to boost the value of anesthesia work by 32%. Under
CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008
compared with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to
cnsure that Certified Registercd Nursc Anesthetists (CRNAs) as Medicare Part B providers can continue
to provide Medicare beneficiaries with access to ancsthesia services.

This increase in Medicarc payment is important for several reasons.

1 First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for

ancsthesia scrvices, putting at risk the availability of anesthesia and other healthcare services for
Medicare beneficiarics. Studies by the Medicare Payment Advisory Commission (MedPAC) and

others have demonstrated that Medicare Part B reimburses for most services at approximately

80% of privatc market rates, but reimburses for ancsthesia services at approximately 40% of

private market ratcs.

1 Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B

providers services had been reviewed and adjusted in previous years, effective January 2007.

However, the value of anesthesia work was not adjusted by this process until this proposed rule.

1 Third, CMS proposed change in the relative value of anesthesia work would help to correct the

value of ancsthesia services which have long slipped behind inflationary adjustments.

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable
growth rate (SGR) cut to Medicare payment, an average 12-unit anesthesia service in 2008 will be
reimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment
levels (adjusted for inflation).

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting
requiring ancsthesia services, and are the predominant ancsthesia providers to rural and medically
underserved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The
availability of anesthesia services depends in part on fair Medicare payment for them. I support the
agency s acknowledgement that anesthesia payments have been undervalued, and its proposal to increase
the valuation of ancsthesia work in a manner that boosts Medicarc anesthesia payment.

Sincerely,
Christopher M. James CRNA

2Lori Ln
londonderry NH 03053
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CMS-1385-P-11569

Submitter : Dr. John Carter Date: 08/29/2007
Organization : Anesthesiology Group Associates, Inc.
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Re: CMS-1385-P<br>

Ancsthcsia Coding (Part of 5-Year Review)<br><br>

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

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

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

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

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

John Carter, MD

Page 2374 of 2934 August 30 2007 08:35 AM




CMS-1385-P-11570

Submitter : Mr. Robert sarfatis Date: 08/29/2007
Organization:  Mr. Robert sarfatis
Category : Attorney/Law Firm
Issue Areas/Comments
GENERAL
GENERAL

Dear Ms. Norwalk:

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

When thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician scrvices. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being 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. 1am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

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

Thank you for your consideration of this serious matter.
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CMS-1385-P-11571

Submitter : Dr. Eric Chapman Date: 08/29/2007
Organization : Anesthesiology Group Associates, Inc.
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Re: CMS-1385-P<br>

Anesthcsia Coding (Part of 5-Year Review)<br><br>

 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
rccognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.<br><br>

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

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

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

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

Eric Chapman, MD
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CMS-1385-P-11572

Submitter : Mrs. Brandi Sarfatis Date: 08/29/2007
Organization :  Mrs. Brandi Sarfatis
Category : Attorney/Law Firm
Issue Areas/Comments
GENERAL
GENERAL

- Dear Ms. Norwalk:

I am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. Iam 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
undcrvaluation of anesthesia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

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

Thank you for your consideration of this serious matter.
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CMS-1385-P-11573

Submitter : Dr. James Fenn Date: 08/29/2007
Organization :  Anesthesiology Group Associates, Inc.
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Re: CMS-1385-P<br>

Anesthesia Coding (Part of 5-Year Review)<br><br>

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

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

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

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.<br><br>

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

James Fenn, MD
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CMS-1385-P-11574

Submitter : Dr. W. Robert Battle Date: 08/29/2007
Organization :  Jackson Anesthesia Associates
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL
Sce Attachment

CMS-1385-P-11574-Attach-1.PDF
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Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O.Box 8018

Baltimore, MD 21244-8018

Re: CMS-1385-P
Anesthesia Coding (Part of 5-Year Review)
Dear Ms. Norwalk:

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 1
support full implementation of the RUC s recommendation.

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

Thank you for your consideration of this serious matter.




CMS-1385-P-11575

Submitter : Ms. Chloe Sarfatis Date: 08/29/2007
Organization:  Ms. Chloe Sarfatis
Category : Individual
Issue Areas/Comments
GENERAL
GENERAL

Dear Ms, Norwalk:

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

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

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

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

Thank you for your considcration of this serious matter.
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CMS-1385-P-11576

Submitter : Dr. Ronald MacKenzie Date: 08/29/2007
Organization :  Dr. Ronald MacKenzie
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Mcdicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

Rc: CMS-1385-P
Anesthesia Coding (Part of 5-Year Review)
Dear Ms. Norwalk:

1 believe it is extremely important to increase anesthesia payments under the 2008 Physician Fee Schedule. 1 am grateful that CMS has recognized the gross
undcrvaluation of anesthcsia services, and that the Agency is taking steps to address this complicated issue.

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

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

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

I apprcciate your atention to this urgent matter.
Thank you.
Sincercly,

Ronald A. MacKenzic, D.O.

1841 Terracewood Drive, NW
Rochester, MN 55901
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CMS-1385-P-11577

Submitter : Ms. Margaret Sarfatis Date: 08/29/2007
Organization :  Ms. Margaret Sarfatis
Category : Individual
Issue Areas/Comments
GENERAL
GENERAL

Dear Ms. Norwalk:

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

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

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

To ensure that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the propoesal 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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CMS-1385-P-11578

Submitter : Dr. William Stephenson Date: 08/29/2007
Organization :  Jackson Anesthesia Associates
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL
Sec Attachment

CMS-1385-P-11578-Attach-1.PDF

Page 2383 of 2934 August 302007 08:35 AM



#5578

Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services
Attention: CMS-1385-P

P.0O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care,
mostly due to significant undervaluation of anesthesia work compared to other physician
services. Today, more than a decade since the RBRVS took effect, Medicare payment
for anesthesia services stands at just $16.19 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 [
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.




CMS-1385-P-11579

Submitter : Dr. William Sisson Date: 08/29/2007
Organization: ACA

Category : Chiropractor

Issue Areas/Comments

Coding--Reduction In TC For
Imaging Services

Coding--Reduction In TC For Imaging Services

To restrict the reimbursement for X-rays provided by a non-provider physician taken due to referral by a chiropractic physician is inefficient and potentially
dangcrous. It is inefficicnt because if the chiropractic physician decides that X-rays are necessary to diagnose the patient's condition or to rule out pathology or to
detcrminc the need for additional studies to ascertain the potential need for referral, the patient (and Medicare) would have to undergo the additional expense of an
additional office consultation as well as the payment for the radiographic study. It is potentially dangerous because it could deprive the chiropractic physician of
timcly information which prevent treatment, thereby leading to a worsening of the presenting condition, or delay the diagnosis of a potentially life threatening
condition. It would also contravene the scope of practice laws governing the practice of Chiropractic in most of the states which are the regulating entities of the
profession.
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CMS-1385-P-11580

Submitter : Mr. Randy Ashman Date: 08/29/2007
Organization:  American Association of Nurse Anesthetists
Category : Other Health Care Professional

Issue Areas/Comments
Background

Background

Plcasc sce attached PDF document for comments,

Randy Ashman

CMS-1385-P-11580-Attach-1.PDF
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August 30, 2007

Office of the Administrator

Centers for Medicare & Medicaid Services

Department of Health and Human Services

P.O. Box 8018 RE: CMS-1385-P (BACKGROUND, IMPACT)
Baltimore, MD 21244-8018 ANESTHESIA SERVICES

Dear Administrator:

As a member of the American Association of Nurse Anesthetists (AANA), I write to support the
Centers for Medicare & Medicaid Services (CMS) proposal to boost the value of anesthesia work by
32%. Under CMS’ proposed rule Medicare would increase the anesthesia conversion factor (CF) by
15% in 2008 compared with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS’ proposal
would help to ensure that Certified Registered Nurse Anesthetists (CRNAs) as Medicare Part B
providers can continue to provide Medicare beneficiaries with access to anesthesia services.

This increase in Medicare payment is important for several reasons.

First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for
anesthesia services, putting at risk the availability of anesthesia and other healthcare services for
Medicare beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and
others have demonstrated that Medicare Part B reimburses for most services at approximately
80% of private market rates, but reimburses for anesthesia services at approximately 40% of
private market rates.

Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B
providers’ services had been reviewed and adjusted in previous years, effective January 2007.
However, the value of anesthesia work was not adjusted by this process until this proposed rule.

Third, CMS’ proposed change in the relative value of anesthesia work would help to correct the

value of anesthesia services which have long slipped behind inflationary adjustments.

Additionally, if CMS’ proposed change is not enacted and if Congress fails to reverse the 10%
sustainable growth rate (SGR) cut to Medicare payment, an average 12-unit anesthesia service in 2008
will be reimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992
payment levels (adjusted for inflation).

America’s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting
requiring anesthesia services, and are the predominant anesthesia providers to rural and medically
underserved America. Medicare patients and healthcare delivery in the U.S. depend on our services.
The availability of anesthesia services depends in part on fair Medicare payment for them. I support
the agency’s acknowledgement that anesthesia payments have been undervalued, and its proposal to
increase the valuation of anesthesia work in a manner that boosts Medicare anesthesia pay ment.

Sincerely,

Randy Ashman, CRNA
8123 SW 184™ Ave
Aloha, OR 97007




CMS-1385-P-11581

Submitter : Mrs. Shawna Benner-Erickson MPT Date: 08/29/2007

Organization:  Lake Country Physical Therapy
Category : Physical Therapist
Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions

RE: Physician owned physical therapy facilities.

Physician owned physical therapy clinics benefit the patient, physical therapist and physician in many ways. 1 am a physical therapist working for an orthopedic
physician in Idaho and see on a daily basis the positive impact a physician owned physical therapy clinic has on all those involved. I have worked in other clinics
owned and operated by a physical therapists and always felt the inability to be in close contact with my patient s physician was a hindrance in their recovery. Now
| have constant interaction with my patient s physician and surgeon, which provides me with a detailed understanding of their diagnosis and condition, pre-
warning of possible obstacles, immediate response to questions or concerns regarding their care and ongoing updates on medical changes.

All of our patient s have been very happy with the clinic arrangement, as they are confident 1 have a detailed knowledge of their surgical history and precautions
prior to treating them as well as immediate updates on medial changes throughout their eare. They are also guaranteed quick answers to questions they may have
regarding their care and recovery even if 1 don t have an answer, as 1 can easily check with their physician and get them the answers they need to keep them safe.
These are all things patient s would expect from all physical therapists, but after working in others settings I know it is very difficult to get detailed information
on a patient s condition or surgery and when questions arise it often take days to get answers, which does not only limit patient progress but could put them in
danger. By attcnding a physician owned physical therapy clinic patients are also able to use the most state of the art equipment, which physician and therapist
pick togcther to best fit the patient population and post surgical needs. Due to these benefits both myself and the physician have seen quicker and better overall
patient rccovery since the clinic opened.

In addition to benefiting our patients, I have also gained a great deal by working for a physician. First and foremost is the knowledge 1 have received regarding
surgical procedurc and recovery. This is something 1 would have never received working in a traditional physical therapy setting as it is not available in standard
continuing education curriculums and was only briefly covered in physical therapy school. Working directly with a physician has also given me access to a
extended network of healthcare information including a wide range of medical professionals, orthopedic and rehabilitation journals specific to my post surgicat
patients and health care databases,

allowing immediate answers to medical questions, which 1 never had working in a physical therapist owned clinic. I feel the additional knowledge and training 1
have received in the short time working for a physician has made me a more qualified and confident physical therapist and allowed me to better treat my patients.

Those physical therapists who disagree with physician owned physical therapy clinics are only looking at the financial impact on their own physical therapy
businesses and not the advantages it creates for patients. They fear that physicians who own their own clinics will no longer allow patients to attend other
physical therapy clinics but this is not true. Patients are always informed that they have the option to attend any physical therapy clinic and are told by the
physician that he has financial interest in the elinic. With this open patient physieian relationship the patients follow up is always in their own hands. This is no
different than a physician working for a hospital referring to that same hospital.

Physical therapists need to realize that they are not loosing patients to the physician, the patient is just being provided with more options in their care and
recovery. Physicians should be able to own PT clinics.
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CMS-1385-P-11582

Submitter : Ms. Carmen Sarfatis Date: 08/29/2007
Organization :  Ms. Carmen Sarfatis
Category : Individual
Issue Areas/Comments
GENERAL
GENERAL

Dear Ms. Norwalk:

[ 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
undcrvaluation of anesthesia services. [ am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

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

Thank you for your consideration of this serious matter.
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CMS-1385-P-11583
Submitter : Dr. Jeremy Heitmeyer Date: 08/29/2007
Organization:  UTHSCSA
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

I am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. 1am 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 ancsthcsia scrvices. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation. ‘

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

Thank you for your consideration of this serious matter.
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CMS-1385-P-11584

Submitter : Dr. D. Chan Henry Date: 08/29/2007
Organization :  Jackson Anesthesia Associates
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

See Attachement

CMS-1385-P-11584-Attach-1.PDF

Page 2389 of 2934 August 30 2007 08:35 AM




# =8y

Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care,
mostly due to significant undervaluation of anesthesia work compared to other physician
services. Today, more than a decade since the RBRVS took effect, Medicare payment
for anesthesia services stands at just $16.19 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 1
support full implementation of the RUC s recommendation.

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

Thank you for your consideration of this serious matter.



CMS-1385-P-11585

Submitter : Mr. Kenneth Schuelein Date: 08/29/2007
Organization : Mr. Kenneth Schuelein
Category : Individual
Issue Areas/Comments
GENERAL
GENERAL

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

To cnsurc that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal 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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CMS-1385-P-11586

Submitter : Dr. Nancy Neher Date: 08/29/2007
Organization :  Anesthesiology Group Associates, Inc.
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL
Rc: CMS-1385-P
Ancsthesia Coding (Part of 5-Year Review)
<br><br>

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

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.<br><br>

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

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

Thank you for your consideration of this serious matter.

<br><br>

Nancy Neher, MD
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CMS-1385-P-11587

Submitter : Mr. Manuel Bonilla Date: 08/29/2007
Organization :  Mr. Manuel Bonilla
Category : Individual
Issue Areas/Comments
GENERAL
GENERAL

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

Since the implementation of the fee schedule in 1992, payments for anesthesia services under Medicare have been undervalued.

This proposed rulc -- providing for an increase in anesthesia work values -- represents an important step toward correcting a longstanding inequity.
Please move forward in finalizing, as currently written, the proposed increase for anesthesia work values.

Thank you.
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CMS-1385-P-11588

Submitter : Mrs. Maxine SChuelein Date: 08/29/2007
Organization :  Mrs. Maxine SChuelein
Category : Individu.al
Issue Areas/Comments
GENERAL
GENERAL

Dear Ms. Norwalk:

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

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

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

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

Thank you for your consideration of this serious matter.
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CMS-1385-P-11589

Submitter : Mr. Ben Davidson Date: 08/29/2007
Organization :  Southern Utah University
Category : Other Health Care Professional

Issue Areas/Comments
GENERAL

GENERAL
See Attachment

CMS-1385-P-11589-Attach-1.DOC
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SOUTHERN
UTAH
' UNIVERSITY

Physical Education Department
(435) 586-7816

August 29, 2007

Dear Sir or Madam:

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

While I am concerned that these proposed changes to the hospital Conditions of Participation
have not received the proper and usual vetting, I am more concerned that these proposed rules
will create additional lack of access to quality health care for my patients. As an athletic trainer,
I am qualified to perform physical medicine and rehabilitation services, which you know is not
the same as physical therapy. My education, clinical experience, and national certification exam
ensure that my patients receive quality health care. State law and hospital medical professionals
have deemed me qualified to perform these services and these proposed regulations attempt to
circumvent those standards.

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

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

Sincerely,

Ben Davidson, MS, ATC
Athletic Training Major Program Director

351 W. University Blvd., Cedar City, UT 84720




CMS-1385-P-11590

Submitter : Dr. Robin Patty Date: 08/29/2007
Organization :  Anesthesiology Group Associates, Inc.
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Re: CMS-1385-P<br>

Ancsthesia Coding (Part of 5-Year Review)

<br><br>

[ 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.<br><br>

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 effeet, 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.<br><br>

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

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.<br><br>

Thank you for your consideration of this serious matter.

<br><br>

Robin Patty, MD
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CMS-1385-P-11591

Submitter : Dr. Jill Hester Date: 08/29/2007
Organization :  Dr. Jill Hester
Category : Individual
Issue Areas/Comments
GENERAL
GENERAL

Dear Ms. Norwalk,

[ am writing to express my full support for the proposal to increase anesthesia payments in the 2008 Physician Fee Schedule. I appreciate that CMS has
acknowledged the underpayment for such services, and the Agency is taking steps to correct this tough issue.

It is imperative that the CMS follows through with this to assure expert medical anesthetic care for our growing numbers of seniors in the US. Thank you for your

time and consideration.

Jill Hester MD
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Submitter : Dr. Charles Upton
Organization :  Jackson Anesthesia Associates
Category : Physician

Issue Areas/Comments
GENERAL
GENERAL

Sec Attachment

CMS-1385-P-11592-Attach-1,PDF
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Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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.




CMS-1385-P-11593

Submitter : Dr. Ronald Robinsen Date: 08/29/2007
Organization :  High Plains Anesthesia Consultants
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 21244-8018

Re: CMS-1385-P
Anesthesia Coding (Part of 5-Ycar 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
rccognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

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

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

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

Thank you for your consideration of this serious matter.
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CMS-1385-P-11594

Submitter : Dr. Jeffrey Pisto Date: 08/29/2007
Organization :  Anesthesiology Group Associates, Inc.
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Re: CMS-1385-P<br>

Anesthesia Coding (Part of 5-Year Review)

<br><br>

[ '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
rccognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.<br><br>

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

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

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.<br><br>

Thank you for your consideration of this serious matter.

<br><br>

Jeffrey Pisto, MD
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CMS-1385-P-11595

Submitter : Ms. mary ann uznis Date: 08/29/2007
Organization:  Uznis Physical Therapy

Category : Physical Therapist

Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions
PHYSICIAN SELF-REFERRAL ISSUES

I urge CMS to remove PT services from permitted services under the in-office ancillary exception. Iam a physical therapist in Detroit, Michigan and have been
practicing since 1971. We DO NOT have direct access in this state which allows physicians even greater control over physical therapy for the Medicare patient.

There is a great potential for fraud and abuse when physicians are able to refer Medicare beneficiaries to PT facilities in which they have a financial interest.
Physicians who own practices that provide PT services have an inherent financial incentive to continue to refer patients and statistics have shown this

overutilization.

We have received many phone calls and have treated patients that have relayed to us that their physician instructed them to ONLY ATTEND THEIR PT CLINIC-
that thcy would not write a PT referral for another PT facility! This is restriction of trade.

Thank you for your consideration-Sincerely, Mary Ann Uznis PT
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Submitter : Cheryl McGinnis
Organization:  AANA
Category : Other Health Care Provider

Issue Areas/Comments
GENERAL
GENERAL

See Attachment

CMS-1385-P-11596-Attach-1.DOC
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August 29, 2007

Office of the Administrator

Centers for Medicare & Medicaid Services

Department of Health and Human Services

P.O. Box 8018 RE: CMS-1385-P (BACKGROUND, IMPACT)
- Baltimore, MD 21244-8018  ANESTHESIA SERVICES

Dear Administrator:

As a member of the American Association of Nurse Anesthetists (AANA), I write to support
the Centers for Medicare & Medicaid Services (CMS) proposal to boost the value of anesthesia
work by 32%. Under CMS’ proposed rule Medicare would increase the anesthesia conversion
factor (CF) by 15% in 2008 compared with current levels. (72 FR 38122, 7/12/2007) If
adopted, CMS’ proposal would help to ensure that Certified Registered Nurse Anesthetists
(CRNAs) as Medicare Part B providers can continue to provide Medicare beneficiaries with
access to anesthesia services.

This increase in Medicare payment is important for several reasons.

_ First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for
anesthesia services, putting at risk the availability of anesthesia and other healthcare services
for

Medicare beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC)
and

others have demonstrated that Medicare Part B reimburses for most services at approximately
80% of private market rates, but reimburses for anesthesia services at approximately 40% of
private market rates.

_ Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B
providers’ services had been reviewed and adjusted in previous years, effective January 2007.
However, the value of anesthesia work was not adjusted by this process until this proposed
rule.

_ Third, CMS’ proposed change in the relative value of anesthesia work would help to correct
the

value of anesthesia services which have long slipped behind inflationary adjustments.
Additionally, if CMS’ proposed change is not enacted and if Congress fails to reverse the 10%
sustainable growth rate (SGR) cut to Medicare payment, an average 12-unit anesthesia service
in 2008 will be reimbursed at a rate about 17% below 2006 payment levels, and more than a
third below 1992 payment levels (adjusted for inflation).

America’s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every
setting requiring anesthesia services, and are the predominant anesthesia providers to rural and
medically underserved America. Medicare patients and healthcare delivery in the U.S. depend
on our services. The availability of anesthesia services depends in part on fair Medicare
payment for them. I support the agency’s acknowledgement that anesthesia payments have been
undervalued, and its proposal to increase the valuation of anesthesia work in a manner that
boosts Medicare anesthesia payment.

Sincerely,
Cheryl McGinnis, CRNA, MS
350 N. Second St. #101




San Jose, CA 95112
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CMS-1385-P-11597

Submitter : Dr. Peter Odland Date: 08/29/2007
Organization :  Skin Surgery Center
Category : Physician

Issue Areas/Comments

Coding--Multipte Procedure
Payment Reduction for Mohs
Surgery

Coding--Multiple Procedure Payment Reduction for Mohs Surgery

This proposal represents a dramatic reversal of sixteen years of the Centers for Medicare and Medicaid Services (CMS) own determination that the Mohs codes are
and should be exempt from the Multiple Procedure Reduction Rule (MPRR). Furthermore, because of the dual components of surgery and pathology associated
with cach Mohs surgery procedure, there is no gain in efficiencies when multiple, separate procedures are performed on the same date, making application of the
reduction inappropriate. Third, this proposal is contrary to the Relative Value Update Committee s (RUC) own policy regarding procedures qualifying for
exemption from this rule. Fourth, this proposal will negatively impact Medicare beneficiaries access to timely and quality care. Fifth, application of this proposal
will not likely generate significant cost savings and may paradoxically increase costs of providing care to these patients. Finally, we are concerned that the
Proposed Rule reflects an alteration in the traditional role of the RUC in CMS policy formulation.
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CMS-1385-P-11598

Submitter : Dr. Melinda Prevost Date: 08/29/2007
Organization :  Anesthesiology Group Associates, Inc.
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Re: CMS-1385-P<br>

Ancsthesia Coding (Part of 5-Year Review)

<br><br>

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

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

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

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.<br><br>

Thank you for your consideration of this serious matter.

<br><br>

Mclinda Prevost, MD
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Submitter : Dr. H. Clark Ethridge
Organization :  Jackson Anesthesia Associates
Category : Physician

Issue Areas/Comments

GENERAL

GENERAL
See Attachment

CMS-1385-P-11599-Attach-1.PDF
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Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O.Box 8018

Baltimore, MD 21244-8018

Re: CMS-1385-P
Anesthesia Coding (Part of 5-Year Review)
Dear Ms. Norwalk:

[ am writing to express my strongest support for the proposal to increase anesthesia
payments under the 2008 Physician Fee Schedule. | 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.




CMS-1385-P-11600

Submitter : Ms. Ferne Cohen

Organization:  Ms. Ferne Cohen

Category : Other Health Care Professional
Issue Areas/Comments

Background

Background

August 20, 2007

Office of the Administrator

Centers for Mcdicare & Medicaid Services

Department of Health and Human Services

P.O. Box 8018 RE: CMS 1385 P (BACKGROUND, IMPACT)

Baltimore, MD 21244 8018 ANESTHESIA SERVICES

Dcar Administrator:

As a member of thc American Association of Nurse Anesthetists (AANA), I write to support the Centers
for Mcdicare & Mcdicaid Services (CMS) proposal to boost the value of anesthesia work by 32%. Under
CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008
compared with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to
ensure that Certified Registered Nurse Anesthetists (CRNAs) as Medicare Part B providers can continue
to provide Medicare beneficiaries with access to anesthesia services.

This increase in Medicare payment is important for several reasons.

1 First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for

ancsthesia services, putting at risk the availability of anesthesia and other healthcare services for
Medicare beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and

others have demonstrated that Medicare Part B reimburses for most services at approximately

80% of privatc market rates, but reimburses for anesthesia services at approximately 40% of

privatc market ratcs.

1 Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B

providers services had been reviewed and adjusted in previous years, effective January 2007.

Howecver, the value of ancsthesia work was not adjusted by this process until this proposed rule.

1 Third, CMS proposed change in the relative value of anesthesia work would help to correct the

valuc of anesthesia services which have long slipped behind inflationary adjustments.

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable
growth rate (SGR) cut to Medicare payment, an average 12-unit anesthesia service in 2008 will be
reimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment
levels (adjusted for inflation).

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting
requiring anesthesia services, and are the predominant anesthesia providers to rural and medically
underserved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The
availability of anesthesia services depends in part on fair Medicare payment for them. I support the
agency s acknowledgement that anesthesia payments have been undervalued, and its proposal to increase
the valuation of anesthesia work in a manner that boosts Medicare anesthesia payment.

Sincerely,

Ferne M. Cohen CRNA, MS MSN

108 Whitchall Dr Voorhees NJ 08043
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CMS-1385-P-11601

Submitter : Mr. Thomas Essig ' Date: 08/29/2007
Organization :  Physical Therapy and Sports Inury Rehabilitation
Category : Physical Therapist

Issue Areas/Comments
Physician Self-Referral Provisions

Physician Self-Referral Provisions

My name is Thomas Essig and I am writing in regards to the 2008 Medicare physician fee schedule rule. I have read that CMS expressed concern that the in-office
ancillary services exception to the Stark law is being misconstrued and created a thriving environment for fraud ad abuse. 1 have been a practicing Physical
Therapist for over 32 years. I have seen over the last few years an increase in the number of physician owned physical therapy clinics. Physicians who own
practices that provide physical therapy services have and inherent financial incentive to refer their patients to the practices they have invested in. Because of
Mcdicare refcrral requirements, physicians have a captive referral base of physical therapy patients in their offices. I have observed that those arrangements can
impact the carc of patients refcrred to physieal therapy. I have often seen physicians who own their physical therapy clinies demand that their patients ean only be
scen at their clinies. This limitcd choice of physical therapy locations and hours of operation can be very inconvenient and not in the best interest of the patient.

» By eliminating physical therapy as a designated health service (DHS) furnished under the in-office ancillary services exception, CMS could improve the overall
carc and scrvices of physical therapy patients.

Thank you for your understanding in this matter.

Sincerely,
Thomas Essig P.T.
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CMS-1385-P-11602

St_lbmitter : Dr. gisele wilke Date: 08/29/2007
Organization :  Dr. gisele wilke
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 21244-8018

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

Dcar Ms. Norwalk:

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

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

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

To ensure that our patients 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 inercase as recommended by the RUC.

Thank you for your consideration of this serious matter.
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CMS-1385-P-11603

Submitter : Dr. Norman Ritchie Date: 08/29/2007
Organization : Anesthesiology Group Associates, Inc.
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Rc: CMS-1385-P<br>

Ancsthesia Coding (Part of 5-Year Review)

<br><br>

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

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

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

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.<br><br>

Thank you for your consideration of this serious matter.

<br><br>

Norman Ritchie, MD
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Submitter : Dr. Barry Aden
Organization :  Jackson Anesthesia Associates
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Scc Attachment
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7 /6o 2

Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Re: CMS-1385-P
Anesthesia Coding (Part of 5-Year Review)
Dear Ms. Norwalk:

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




CMS-1385-P-11605

Submitter : Ms. Ronnie Wing, CRNA, MSN Date: 08/29/2007
Organization : American Association of Nurse Anesthetists
Category : Other Health Care Professional
Issue Areas/Comments
Background
Background

As a Certified Registered Nurse Anesthetist, | am asking you to finalize your proposal to increase the value of anesthesia work by 32%, and to increase the
ancsthesia conversion factor by up to 25% in 2008.
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CMS-1385-P-11606

Submitter : Dr. Katherine Normand Date: 08/29/2007

Organization : UT Houston Medical School
Category : Physician
Issue Areas/Comments

Resource-Based PE RVUs

Resource-Based PE RVUs
This is extremelly important for teaching institutions and our ability to recruit faculty. Increasing our RVU will benefit our medical school and produce better
trained residents if we can maintain faculty that deserve to be adequately reimbursed.
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CMS-1385-P-11607

Submitter : Dr. Cynthia Schwartzenburg Date: 08/29/2007
Organization : Anesthesiology Group Associates, Inc.
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Re: CMS-1385-P<br>

Ancsthesia Coding (Part of 5-Year Review)

<br><br>

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

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

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

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.<br><br>

Thank you for your consideration of this serious matter.

<br><br>

Cynthia Schwartzenburg, MD
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CMS-1385-P-11608

Submitter : Dr. Annalisa Gorman Date: 08/29/2007
Organization :  skin surgery center

Category : Physician

Issue Areas/Comments

Coding--Multiple Procedure
Payment Reduction for Mohs
Surgery

Coding--Multiple Procedure Payment Reduction for Mohs Surgery

This proposal represents a dramatic reversal of sixteen years of the Centers for Medicare and Medicaid Services (CMS) own determination that the Mohs codes are
and should be exempt from the Multiple Procedure Reduction Rule (MPRR). Furthermore, because of the dual components of surgery and pathology associated
with each Mohs surgery procedure, there is no gain in efficiencies when multiple, separate procedures are performed on the same date, making application of the
reduction inappropriate. Third, this proposal is contrary to the Relative Value Update Committee s (RUC) own policy regarding procedures qualifying for
exemption from this rule. Fourth, this proposal will negatively impact Medicare beneficiaries access to timely and quality care. Fifth, application of this proposal
will not likcly gencrate significant cost savings and may paradoxically increase costs of providing care to these patients. Finally, we are concerned that the
Proposed Rule reflects an alteration in the traditional role of the RUC in CMS policy formulation.

Page 2413 0f 2934 August 302007 08:35 AM




CMS-1385-P-11609

Submitter : Dr. John Faggard Date: 08/29/2007
Organization :  Lake Country Orthopaedics and PT

Category : Physician

Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions

This is a letter outlining my feelings of the proposed plan by the American Physical Therapy Association to support a bill eliminating the ownership of physical
therapy and rehabilitation facilities by physicians and to prevent them from referring to those facilities that they have an interest in.

1 as an orthopedic surgeon have been fully trained in rehabilitation. We spend sevcral months and then a considerable amount of time working with the
rehabilitation of injurcd patients in our training programs. I have a special interest in sports medicine, and after starting working as a team physician in Colorado
had the hospital develop a physical therapy program designed to help me rehabilitate my patients. There were no facilities of any kind at that time doing that. 1
also began working with the athictic trainers and eventually began teaching methods for physical trainers in regard to postoperative care of patients. That was in
Texas at Southwest Texas University. During those years 1 had my own physical therapy along with my partner specifically addressing the needs of post surgical
rchabilitation of the athlcte. Since coming to Idaho 1 have been continually .frustrated with the ability to get my postoperative patients adequately rehabilitated by
therapists. Therapists as a rule know little or nothing about the post surgical rehabilitation of patients and have little understanding of the operative procedures that
wcre donc.

Until last year I had tried to utilize local therapists, some of which are much better than others, but all of which lack some basic understanding of what I am trying
to achicve. When the two therapists that I use primarily told me about 2 years ago that they never listened to what I asked them to do anyway, that they simply
rchabilitated on their own protocols, I decided that it was time that I needed to take charge of the rehabilitation of my own patients. Several of my patients over
the last fcw ycars have been irreversibly injured by the therapists, and more commonly they receive inadequate rehabilitation and have difficulty regaining their
normal function ability.

Since I have owned my own therapy I have been able to teach my specific therapists exactly what I want in the postoperative courses and the reason why it needs
to be done. We necd to, at least 2-3 times a week, discuss a patient's progress and the

rationalc and need for a specific treatment modality. This team approach and the rehabilitation,of these patients is the same technique that I used in Texas utilizing
a physical thcrapist and an athletic trainer.

The rcsults over the last year and a half have been dramatic. My patients achieve a much higher level of recovery of their function and are able to return to sports-
specific activities which was difficult in the past. I have also had no injuries to any patient to date in part beeause of the procurement of state of the art
rchabilitation equipment for these specific joints.

If physicians sueh as I who are dedicated to rehabilitation, and have been ,for 20 years, are prevented from continuing in our desire for excellent outcomes
surgically then poor patient outcomes will be the result and continued frustration on the surgeons’ part.
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CMS-1385-P-11610

Submitter : Dr. Bill Hulett Date: 08/29/2007
Organization:  Jackson Anesthesia Associates
Category : Physician

Issue Areas/Comments
GENERAL

GENERAL
Scc Attachment

CMS-1385-P-11610-Attach-1.PDF
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# )60

Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Re: CMS-1385-P
Anesthesia Coding (Part of 5-Year Review)
Dear Ms. Norwalk:

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

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care,
mostly due to significant undervaluation of anesthesia work compared to other physician
services. Today, more than a decade since the RBRVS took effect, Medicare payment
for anesthesia services stands at just $16.19 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 1
support full implementation of the RUC s recommendation.

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

Thank you for your consideration of this serious matter.




CMS-1385-P-11611

Submitter : Dr. Mark Shoptaugh Date: 08/29/2007
Organization:  Anesthesiology Group Associates, Inc.
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Re: CMS-1385-P<br>

Anesthesia Coding (Part of 5-Year Review)

<br><br>

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

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

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

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

Thank you for your consideration of this serious matter.

<br><br>

Mark Shoptaugh, MD
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CMS-1385-P-11612

Submitter : Dr. Herman Crowder Date: 08/29/2007
Organization :  Jackson Anesthesia Associates
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Sce Attachment

CMS-1385-P-11612-Attach-1.PDF
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#1061

Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O.Box 8018

Baltimore, MD 21244-8018

Re: CMS-1385-P
Anesthesia Coding (Part of 5-Year Review)
Dear Ms. Norwalk:

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.




CMS-1385-P-11613

Submitter : Mr. robert wood
Organization:  aana
Category : Health Care Professional or Association

Issue Areas/Comments
Resource-Based PE RVUs

Resource-Based PE RVUs

August 20, 2007

Office of the Administrator

Centers for Mcdicare & Medicaid Services

Dcpartment of Health and Human Services

P.O. Box 8018 RE: CMS 1385 P (BACKGROUND, IMPACT)

Baltimore, MD 21244 8018 ANESTHESIA SERVICES

Dcar Administrator:

As a member of the American Association of Nurse Anesthetists (AANA), I write to support the Centers
for Mcdicare & Medicaid Services (CMS) proposal to boost the value of anesthesia work by 32%. Under
CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008
compared with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to
cnsure that Certified Registered Nurse Anesthetists (CRNAs) as Medicare Part B providers can continue
to provide Medicare beneficiaries with access to anesthesia services.

This increase in Medicare payment is important for several reasons.

1 First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for

ancsthesia scrvices, putting at risk the availability of anesthesia and other healthcare services for
Mcdicarc beneficiarics. Studies by the Medicare Payment Advisory Commission (MedPAC) and

othcrs have demonstrated that Medicare Part B reimburses for most services at approximately

80% of private markect rates, but reimburses for anesthesia services at approximately 40% of

privatc markct rates.

1 Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B

providers services had been reviewed and adjusted in previous years, effective January 2007.

Howecver, the valuc of anesthesia work was not adjusted by this process until this proposed rule.

1 Third, CMS proposed change in the relative value of anesthesia work would help to correct the

value of anesthesia services which have long slipped behind inflationary adjustments.

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable
growth rate (SGR) cut to Medicare payment, an average 12-unit anesthesia service in 2008 will be
reimbursed at a rate about 1 7% below 2006 payment levels, and more than a third below 1992 payment
levels (adjusted for inflation).

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every sefting
rcquiring anesthesia services, and are the predominant anesthesia providers to rural and medically
underserved America. Medicare patients and healthcare delivery in the U.S. depend on our serviees. The
availability of anesthesia services depends in part on fair Medicare payment for them. I support the
agency s acknowledgement that anesthesia payments have been undervalued, and its proposal to increase
the valuation of anesthesia work in a manner that boosts Medicare anesthesia payment.

Sincercly,

Name & Credential

Address

City, State ZIP
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CMS-1385-P-11614

Submitter : Mrs. Melissa Thompson Date: 08/29/2007
Organization :  Louisiana State University

Category : Other Health Care Professional

Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions

Dear Sir or Madam:

[ am a Certificd Athlctic Traincr cmploycd by Louisiana State University as an instructor in the Department of Kinesiology. I carned a Masters degree from the
University of Virginia and a Bachclors degree from Truman Statc University. [ am currently working towards my Doctorate degree in the area of musculoskeletal
mcechanics. In my scven ycars of practicc as a Certified Athietic Trainer [ have provided scrvices for high school and college athletes, physieally active college
students, military academy students, professional athletes in various sports, police, fireman, and a variety of other physically active individuals. I have also
worked with several physicians to provide cost efficient athletic training services to their patients and enhance the overall quality of healtheare afforded to these
paticnts.

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

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

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

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

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

Sincerely,

Melissa D Thompson, MEd, ATC, LAT

Louisiana State University

Dcpartment of Kinesiology

Baton Rougce, LA 70803
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Submitter : Dr. Shepard Pryor
Organization :  Jackson Anesthesia Associates
Category : Physician
Issue Areas/Comments

GENERAL

GENERAL

Sce Attachment

CMS-1385-P-11615-Attach-1.PDF
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H Jers

Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Re: CMS-1385-P
Anesthesia Coding (Part of 5-Year Review)
Dear Ms. Norwalk:

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 [
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.




CMS-1385-P-11616

Submitter : Mrs. Marcy Julvezan
Organization:  AANA
Category : Other Health Care Professional
Issue Areas/Comments

Background

Background

Dcar Administrator:

As a member of the American Association of Nurse Anesthetists (AANA), [ write to support the Centers
for Medicarc & Medicaid Scrvices (CMS) proposal to boost the value of anesthesia work by 32%. Under
CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008
compared with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to
cnsurc that Certified Registered Nurse Anesthetists (CRNAs) as Medicare Part B providers can continue
to providc Mcdicare beneficiaries with access to anesthesia services.

This incrcase in Medicare payment is important for several reasons.

1 First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for

anesthesia scrvices, putting at risk the availability of anesthesia and other healthcare services for
Mcdicare beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and

others have demonstrated that Medicare Part B reimburses for most services at approximately

80% of private market rates, but recimburses for anesthesia services at approximately 40% of

privatc market rates.

1 Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B

providers services had been reviewed and adjusted in previous years, effective January 2007.

Howecver, the value of anesthesia work was not adjusted by this process until this proposed rule.

1 Third, CMS proposed change in the relative value of anesthesia work would help to correct the

value of anesthesia services which have long slipped behind inflationary adjustments.

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable
growth rate (SGR) cut to Medicare payment, an average 12-unit anesthesia service in 2008 will be
rcimbursed at a ratc about 17% below 2006 payment levels, and more than a third below 1992 payment
levcels (adjusted for inflation).

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting
requiring ancsthesia serviccs, and are the predominant anesthesia providers to rural and medically
underserved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The
availability of anesthesia services depends in part on fair Medicare payment for them. I support the
agency s acknowledgement that anesthesia payments have been undervalued, and its proposal to increase
the valuation of ancsthesia work in a manner that boosts Medicare anesthesia payment.

Sincerely,

Marcy A. Julvezan CRNA, MS
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CMS-1385-P-11617

Submitter : Ms. Carol Sauer Date: 08/29/2007
Organization :  Physiotherapy Associates

Category : Physical Therapist

Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions

Mr. Kerry N. Weems

Administrator Designate

Centers for Medicare and Medicaid Services
U.S. Department of Health and Human Services
Attention: CMS- 1385 P

P.O. Box 8018

Baltimore, MD 21244-8018

RE: Physician Self-Referral 1ssues
August 29, 2007,
Dear Mr. Weems:

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

I am a physical therapist and have practiced in Columbus, Ohio for 14 years. Over this time 1 have developed many professional relationships with area
physicians as a result of a tcam approach in caring for patients.

Likely due to declining reimbursement for medical services many physicians have established ancillary service lines to replace income. My concern is the growing
trend of physicians owning physical therapy practices. 1 believe physicians have changed from focus on patient care and networking with reputable ancillary
providers to focus on manipulating patients to receive ancillary services exclusively within their privately owned service lines.

The patients arc not given a choice about where they go for physical therapy; I have first hand knowledge of this. They are scheduled for their initial evaluation at
the off-sitc referral for profit therapy facility while they are still in the physician office.

Patients that myscif and my co-workers have treated successfully for previous conditions have not been permitted to return to see us with current
conditions/injurics becausc the physician instructions were to go to the physician owned facility only.

Physician ownership of physical therapy facilities provides opportunity for fraud and abuse with over-utilization of referrals. In fact, private insurances have
begun to investigate the over-utilization practices of physicians. Patients are aggressively pushed toward what are now out-of-office ancillary services owned
by the physician, despite convenience of location or preference by the patient.

Physicians that own practices that provide physical therapy services have an inherent financial incentive to refer paticnts to the practices they have invested in and
to over-utilize those services for financial reasons. By eliminating physical therapy as a designated health service furnished under the in-office ancillary scrvices
cxception, CMS would reduce a significant amount of programmatic abuse and over-utilization of physical therapy services under the Medicare program, and
enhance the quality of paticnt care.

Thank you for your interest in this matter.
Sincerely,

Carol Saucr, PT

4605 Sawmill Road

Columbus, Ohio
43220
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CMS-1385-P-11618

Submitter : Dr. Joe Golden Date: 08/29/2007
Organization :  Jackson Anesthesia Associates
Category : Physician

Issue Areas/Comments
GENERAL
GENERAL

Secc Attachment
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oIS

Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care,
mostly due to significant undervaluation of anesthesia work compared to other physician
services. Today, more than a decade since the RBRVS took effect, Medicare payment
for anesthesia services stands at just $16.19 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 |
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.



CMS-1385-P-11619

Submitter : Elizabeth Lonsdale
Organization : Elizabeth Lonsdale
Category : Other Health Care Professional
Issue Areas/Comments -

Background

Background

Dear Administrator:

As a member of thc American Association of Nurse Anesthetists (AANA), | write to support the Centers
for Mcdicare & Medicaid Services (CMS) proposal to boost the value of anesthesia work by 32%. Under
CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008
compared with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to
ensure that Certified Registered Nurse Anesthetists (CRNAs) as Medicare Part B providers can continue
to provide Medicare beneficiaries with access to anesthesia services.

This increase in Medicare payment is important for several reasons.

1 First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for

anesthesia services, putting at risk the availability of anesthesia and other healthcare services for
Medicare beneficiaries. Studics by the Medicare Payment Advisory Commission (MedPAC) and

others have demonstrated that Medicare Part B reimburses for most services at approximately

80% of private markct rates, but reimburses for anesthesia services at approximately 40% of

privatc market rates.

1 Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B

providers services had been reviewed and adjusted in previous years, effective January 2007.

However, the valuc of ancsthesia work was not adjusted by this process until this proposed rule.

1 Third, CMS proposed change in the relative value of anesthesia work would help to correct the

value of anesthcsia services which have long slipped behind inflationary adjustments.

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable
growth rate (SGR) cut to Medicare payment, an average 12-unit anesthesia service in 2008 will be
reimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment
levels (adjusted for inflation).

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S, annually, in every setting
requiring anesthesia services, and arc the predominant anesthesia providers to rural and medically
underserved Amcrica. Medicare patients and healthcare delivery in the U.S. depend on our services. The
availability of anesthesia services depends in part on fair Medicare payment for them. I support the
agency s acknowledgement that anesthesia payments have been undervalued, and its proposal to increase
the valuation of anesthesia work in a manner that boosts Medicarc anesthesia payment.

Sincerely,

Elizabeth M. Lonsdale, CRNA
92 Colbath Rd
Poland Spring, ME 04274
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CMS-1385-P-11620

Submitter : Dr. Douglas Evans Date: 08/29/2007

Organization :  Jackson Anesthesia Associates
Category : Physician
Issue Areas/Comments

GENERAL

GENERAL

Sce Attachment
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Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care,
mostly due to significant undervaluation of anesthesia work compared to other physician
services. Today, more than a decade since the RBRVS took effect, Medicare payment
for anesthesia services stands at just $16.19 per unit. This amount does not cover the cost
of caring for our 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 [
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.




—E

CMS-1385-P-11621

Submitter : Ms. Theresa Witt-Heilman Date: 08/29/2007
Organization :  Ozark Anesthesia Associates, Inc.
Category : Health Care Professional or Association
Issue Areas/Comments
GENERAL
GENERAL

sce attached

CMS-1385-P-11621-Attach-1. TXT
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Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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.
Sincerely,
Theresa Witt-Heilman

Claims
Ozark Anesthesia Associates, Inc.




CMS-1385-P-11622

Submitter : Dr. Michael Stuart Date: 08/29/2007
Organization:  Mayo Clinic

Category : Physician

Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions
August 29, 2007

To Whom it May Concemn:

I am an orthopedic surgeon specializing in sports medicine who would like to voice my opposition to the therapy standards and requirements in regards to the
staffing provisions for rehabilitation in hospitals and facilities proposed in 1385-P.

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

Athletic traincrs arc qualificd to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. Their education,
clinical cxpericnce, and national certification exam cnsure that my patients receive quality health care. State law and hospital medical professionals have deemed
athlctic trainers to be qualificd to perform these services.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, cspecially thosc in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rchabilitation facilities are pertinent in ensuring paticnts receive the best, most cost-cffective treatment available.

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

Sincercly,

Michael J. Stuart MD

Professor and Vice-Chairman, Department of Orthopedics
Co-Dircetor, Sports Medicine Center

Mayo Clinic

Chicf Medical Officer, USA Hockey

Rochcster, MN 55905

(507)-284-3462

stuart.michacl@mayo.cdu
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Submitter : Dr. Scott McLeod Date: 08/29/2007
Organization:  Jackson Anesthesia Associates
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Sce Attachment
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Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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.
[ 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.




CMS-1385-P-11624

Submitter : Julie Leslie Date: 08/29/2007
Organization : bodylink
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL

Dear Sir or Madam:

Hcllo, my name is Julic Leslie and I have worked as a certified athletic trainer since the fall of 2002. I have womn many hats as 1 have worked both in the elinical |
and sccondary school settings. [ have been able to use what I learn at the elinic with my athletes at the high school and I find many ways to utilize what I see and
lcarn while at the high school with patients in the clinic. 1 work beside my co-workers, who are physical therapists to give the best service possible to our
patients.

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

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

As an athletic trainer, 1 am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical expericnce, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed
mc qualificd to perform these services and these proposed regulations attempt to circumvent those standards.

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

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

Sincercly,

Julie Leslie, ATC
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CMS-1385-P-11625

Submitter : Mr. Charles O'Con Date: 08/29/2007
Organization :  Natchitoches Anesthesia Associates
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL

August 20, 2007

Officc of the Administrator

Centers for Mcdicarc & Medicaid Services

Dcpartment of Health and Human Services

P.O. Box 8018 RE: CMS 1385 P (BACKGROUND, IMPACT)
Baltimore, MD 21244 8018 ANESTHESIA SERVICES

Dear Administrator:

As a member of the American Association of Nurse Anesthetists (AANA), I write to support the Centers for Medicare & Medicaid Services (CMS) proposal to
boost the value of anesthesia work by 32%. Under CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008 compared
with current levels. (72 FR 38122, 7/12/2007) 1f adopted, CMS proposal would help to ensure that Certified Registered Nurse Anesthetists (CRNAs) as
Medicare Part B providers can continue to provide Medicare beneficiaries with access to anesthesia services.

This increase in Medicare payment is important for sevcral reasons.

? First, as thc AANA has previously stated to CMS, Medicare currently under-reimburses for anesthesia services, putting at risk the availability of anesthesia and
other healthcare services for Medicare beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and others have demonstrated that
Mcdicare Part B reimburses for most services at approximately 80% of private market rates, but reimburses for anesthesia services at approximately 40% of private
market rates.

? Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B providers services had been reviewed and adjusted in previous years,
cffective January 2007. However, the value of anesthesia work was not adjusted by this process until this proposed rule.

? Third, CMS proposed change in the relative value of anesthesia work would help to correct the value of anesthesia services which have long slipped behind
inflationary adjustments.

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable growth rate (SGR) cut to Medicare payment, an average
12-unit anesthesia service in 2008 will be reimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment levels (adjusted
for inflation).

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting requiring anesthesia services, and are the predominant
ancsthesia providers to rural and medically underserved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The availability of
anesthesia services depends in part on fair Medicare payment for them. I support the agency s acknowledgement that anesthesia payments have been undervalued,
and its proposal to increase the valuation of anesthesia work in a manner that boosts Medicare anesthesia payment.

Sincerely,

___ Charles O Con
Name & Credential
__ 215Celina Drive,
Address
___ Natchitochcs, LA 71457
City, State ZIP
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CMS-1385-P-11626

Submitter : Dr. Luis Lahud Date: 08/29/2007
Organization : American society of anesthesiologists
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Mcdicare and Medicaid Services
Attention; CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

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

Dcar Ms. Norwalk:

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

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

In an cffort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undervaluation of anesthesia services. Iam 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 immediatcly implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.

Luis Lahud, MD
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Submitter : Miss. Jessica Benoit Date: 08/29/2007
Organization : The RehabGYM, Incorporated
Category : Health Care Professional or Association
Issue Areas/Comments
GENERAL
GENERAL

Scc Attachment
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Dear Sir or Madam:

I'am a recent graduate of the University of Vermont with a Bachelor’s degree in Athletic Training
- a CAAHEP approved program. I am currently employed at the RehabGYM, Incorporated in
Williston, Vermont, awaiting Board of Certification Licensure.

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

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

As an aspiring Athletic Trainer, I will be qualified to perform physical medicine and
rehabilitation services, which you know is not the same as physical therapy. My education,
clinical experience, and national certification exam ensure that my patients receive quality
health care. State law and hospital medical professionals have deemed me qualified to
perform these services and these proposed regulations attempt to circumvent those
standards.

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

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

Please listen to our voices, for you are affecting thousands of careers with the decisions you make
to restrict our profession further. We are qualified health care professions, and Americans are in
need of our care now more than ever.

Sincerely,

Jessica L. Benoit



—

CMS-1385-P-11628

Submitter : Dr. Carroll McLeod Date: 08/29/2007
Organization:  Jackson Anesthesia Associates
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

See Attachment

CMS-1385-P-11628-Attach-1.PDF
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Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Re: CMS-1385-P
Anesthesia Coding (Part of 5-Year Review)
Dear Ms. Norwalk:

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.
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CMS-1385-P-11629

Submitter : Dr. Joe Durfey Date: 08/29/2007
Organization :  Jackson Anesthesia Associates
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Sce Attachment

CMS-1385-P-11629-Attach-1.PDF
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Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Re: CMS-1385-P
Anesthesia Coding (Part of 5-Year Review)
Dear Ms. Norwalk:

[ 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.
[ 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.



CMS-1385-P-11630

Submitter : Mrs. Katrina O'Con Date: 08/29/2007
Organization:  Capital Anesthesia
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL

August 20, 2007

Office of the Administrator

Centers for Medicare & Medicaid Services
Department of Health and Human Services

P.O. Box 8018 RE: CMS 1385 P (BACKGROUND, IMPACT)
Baltimore, MD 21244 8018 ANESTHESIA SERVICES
Dear Administrator:

As a member of the American Association of Nurse Anesthetists (AANA), 1 write to support the Centers for Medicare & Medicaid Services (CMS) proposal to
boost the value of anesthesia work by 32%. Under CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008 compared
with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to ensure that Certified Registered Nurse Anesthetists (CRNAs) as
Medicarc Part B providers can continuc to provide Medicare beneficiaries with access to anesthesia serviees.

This increasc in Mcdicare payment is important for several reasons.

? First, as thc AANA has previously stated to CMS, Medicare currently under-reimburses for anesthesia services, putting at risk the availability of anesthesia and
other healthcare services for Medicare beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and others have demonstrated that
Mcdicare Part B reimburses for most services at approximately 80% of private market rates, but reimburses for anesthesia services at approximately 40% of private
market ratcs.

7 Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B providers services had been reviewed and adjusted in previous years,
cffective January 2007. However, the value of anesthesia work was not adjusted by this process until this proposed rule.

? Third, CMS proposed change in the relative value of anesthesia work would help to correct the value of anesthesia services which have long slipped behind
inflationary adjustments.

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable growth rate (SGR) cut to Medicare payment, an average
12-unit ancsthesia scrvice in 2008 will be reimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment levels (adjusted
for inflation).

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting requiring anesthesia services, and are the predominant
ancsthcesia providers to rural and medically underserved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The availability of
anesthesia services depends in part on fair Medicare payment for them. I support the agency s acknowledgement that anesthesia payments have been undervalued,
and its proposal to increase the valuation of anesthesia work in a manner that boosts Mcdicare anesthesia payment.

Sincerely,

__ Katrina O Con, CRNA
Namc & Credential
215 Celina Drive,
Address
__Natchitoches, LA 71457
City, Statc ZIP
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Submitter : Mrs. Jennifer Harenberg

Organization :  Mrs. Jennifer Harenberg

Category : Other Health Care Professional
Issue Areas/Comments

Background

Background

August 20, 2007

Office of the Administrator

Centers for Medicarc & Mcdicaid Services

Dcpartment of Health and Human Services

P.O. Box 8018 RE: CMS 1385 P (BACKGROUND, IMPACT)

Baltimore, MD 21244 8018 ANESTHESIA SERVICES

Dcar Administrator:

As a member of the American Association of Nurse Anesthetists (AANA), 1 write to support the Centers
for Mcedicare & Mcdicaid Services (CMS) proposal to boost the value of anesthesia work by 32%. Under
CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008
compared with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to
cnsurc that Certificd Registered Nurse Anesthctists (CRNAs) as Medicare Part B providers can continue
to provide Medicare beneficiaries with access to ancsthesia services.

This incrcasc in Medicare payment is important for sevcral reasons.

1 First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for

anesthcsia services, putting at risk the availability of anesthesia and other healthcare services for
Mcdicare beneficiaries. Studies by the Medicare Payment Advisory Commission (McdPAC) and

others have demonstrated that Medicare Part B reimburses for most services at approximately

80% of private market rates, but reimburses for ancsthesia services at approximately 40% of

private market rates.

1 Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B

providers services had been reviewed and adjusted in previous years, effective January 2007.

However, the value of anesthesia work was not adjusted by this process until this proposed rule.

1 Third, CMS proposed change in the relative value of anesthesia work would help to correct the

value of ancsthcsia services which have long slipped behind inflationary adjustments.

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable
growth ratc (SGR) cut to Medicare payment, an average 12-unit anesthesia service in 2008 will be
rcimburscd at a ratc about 17% below 2006 payment levels, and more than a third below 1992 payment
levels (adjusted for inflation).

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting
requiring ancsthesia scrvices, and arc the predominant anesthesia providers to rural and medically
underscrved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The
availability of ancsthesia services depends in part on fair Medicare payment for them. [ support the
agency s acknowledgement that anesthesia payments have been undervalued, and its proposal to increase
the valuation of anesthesia work in a manner that boosts Medicare anesthesia payment.

Sincerely,

Name & Credential

Address

City, Statc ZIP
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Submitter : Ms. Catherine L'Heureux

Organization :  Ms. Catherine L'Heureux

Category : Other Health Care Professional
Issue Areas/Comments

Background

Background

August 20, 2007

Office of the Administrator

Centcrs for Medicare & Medicaid Services

Department of Health and Human Services

P.O. Box 8018 RE: CMS 1385 P (BACKGROUND, IMPACT)

Baltimore, MD 21244 8018 ANESTHESIA SERVICES

Dear Administrator:

As a member of the American Association of Nurse Anesthetists (AANA), ] write to support the Centers
for Medicare & Mcdicaid Services (CMS) proposal to boost the value of anesthesia work by 32%. Under
CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008
compared with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to
ensure that Certified Registered Nurse Anesthetists (CRNAs) as Medicare Part B providers can continue
to provide Medicare beneficiaries with access to anesthesia services.

This increasc in Mcdicare payment is important for several reasons.

1 First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for

anesthcsia services, putting at risk the availability of anesthesia and other healthcare services for
Mcdicarc beneficiarics. Studies by the Medicare Payment Advisory Commission (MedPAC) and

others have demonstrated that Medicare Part B reimburses for most services at approximately

80% of private market rates, but reimburses for anesthesia services at approximately 40% of

private market rates.

1 Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B

providers services had been reviewed and adjusted in previous years, effective January 2007.

Howevecr, the valuc of anesthesia work was not adjusted by this process until this proposed rule.

1 Third, CMS proposed change in the relative value of anesthesia work would help to correct the

value of ancsthesia services which have long slipped behind inflationary adjustments.

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable
growth ratc (SGR) cut to Medicare payment, an average 12-unit anesthesia service in 2008 will be
rcimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment
levels (adjusted for inflation).

America s 36,000 CRN As provide some 27 million anesthetics in the U.S. annually, in every setting
requiring anesthesia services, and are the predominant anesthesia providers to rural and medically
underserved America. Mcdicare patients and healthcare delivery in the U.S. depend on our services. The
availability of anesthesia services depends in part on fair Medicare payment for them. I support the
agency s acknowledgement that anesthesia payments have been undervalued, and its proposal to increase
the valuation of anesthesia work in a manner that boosts Medicare anesthesia payment.

Sincercly,

Cathcrine L'Heureux, CRNA, MSNA

22 Kingsbury Lane

Kennebunk, ME 04043
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Submitter :
Organization:  OSF St. Francis Hospital

Category : Hospital
Issue Areas/Comments
GENERAL
GENERAL
See Attachment
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Dear Sir or Madam:

I am a certified athletic trainer currently employed in an outpatient hospital physical
therapy center, along with high school outreach. I have a bachelor’s degree in Athletic
Training and a Master’s degree in Sports Health Care.

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

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

As an athietic trainer, I am qualified to perform physical medicine and rehabilitation
services, which you know is not the same as physical therapy. My education, clinical
experience, and national certification exam ensure that my patients receive quality health
care. This includes functional rehabilitation and return to activities of daily living, which
are important for patients to maintain their independence. State law and hospital medical
professionals have deemed me qualified to perform these services and these proposed
regulations attempt to circumvent those standards.

The lack of access .and workforce shortage to fill therapy positions is widely known
throughout the industry. It is irresponsible for CMS, which is supposed to be concerned
with the health of Americans, especially those in rural areas, to further restrict their
ability to receive those services. The flexible current standards of stafting in hospitals
and other rehabilitation facilities are pertinent in ensuring patients receive the best, most
cost-effective treatment available. Cost-effective, knowledgeable, efficient, high quality,
functional care and treatment.

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

Sincerely,

Brandie DuPont, MS, ATC, CSCS
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Submitter : Dr. Rick Himes Date: 08/29/2007
Organization : American Society of Anesthesiologists
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Centers for Medicare and Medicaid Services
Attention: CMS-1385-P Leslie V. Norwalk, Esq.
Acting Administrator

P.O. Box 8018
Baltimore, MD 21244-8018

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

Dcar Ms. Norwalk:

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

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician services. Today, more than a decade 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 cffort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a caleulated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undcrvaluation of ancsthesia scrvices. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

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

Thank you for your consideration of this serious matter.
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Submitter : Mrs. Rose Tomaro Date: 08/29/2007
Organization : Project Healthy Bones
Category : Other Association
Issue Areas/Comments
GENERAL
GENERAL

[ urge CMS to re-evaluate the cuts in reimbursement for DXA screening. This cut will result in more fracture rates in NJ adding greater financial burden to the
statc and its residents. Prevention always is less costly than the cure.
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Submitter : Date: 08/29/2007
Organization :

Category : Physician

Issue Areas/Comments

GENERAL

GENERAL

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

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

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

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

Thank you for your consideration of this scrious matter.
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Submitter : Dr. Agnes Lina Date: 08/29/2007
Organization :  Dr. Agnes Lina
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

Baltimorc, MD 21244-8018

Rc: CMS-1385-P
Ancsthesia Coding (Part of 5-Ycar Review)
Dear Ms. Norwalk:

T am writing to cxpress my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Sehedule. 1am grateful that CMS has
rccognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to addrcss this complicated issue.

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

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

Thank you for your consideration of this serious matter.
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CMS-1385-P-11638

Submitter : Ms. Jennifer Vitale Date: 08/29/2007
Organization : AANA
Category : Other Health Care Professional
Issue Areas/Comments
Background
Background

Office of the Administrator

Centers for Medicare & Medicaid Services

Department of Health and Human Services

P.O. Box 8018 RE: CMS 1385 P (BACKGROUND, IMPACT)
Baltimore, MD 21244 8018 ANESTHESIA SERVICES

Dear Administrator:

As a member of the American Association of Nurse Anesthetists (AANA), [ write to support the Centers for Medicare & Medicaid Services (CMS) proposal to
boost the value of anesthesia work by 32%. Under CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008 compared
with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to

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

This increase in Medicare payment is important for several reasons.

1First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for anesthesia services, putting at risk the availability of anesthesia and
other healthcare services for Medicare beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and others have demonstrated that
Medicare Part B reimburses for most services at approximately 80% of private market rates, but reimburses for anesthesia services at approximately 40% of
private market rates.

1 Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B providers services had been reviewed and adjusted in previous years,
effective January 2007. However, the value of anesthesia work was not adjusted by this process until this proposed rule.

Third, CMS proposed change in the relative value of anesthesia work would help to correct the
value of ancsthesia services which have long slipped behind inflationary adjustments.

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable growth rate (SGR) cut to Medicare payment, an average
12-unit anesthesia service in 2008 will be reimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment levels (adjusted
for inflation).

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting requiring anesthesia services, and are the predominant
anesthesia providers to rural and medically

underserved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The availability of anesthesia services depends in part on fair
Medicare payment for them. I support the

agency s acknowledgement that anesthesia payments have been undervalued, and its proposal to increase the valuation of anesthesia work in a manner that boosts
Medicare anesthesia payment.

Sincerely,
Jennifer Vitale RN,BSN,CCRN,SRNA
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Submitter : Dr. G. Kline Milner Date: 08/29/2007
Organization:  Jackson Anesthesia Associates

Category : Physician

Issue Areas/Comments

GENERAL
GENERAL

Sce Attachment

CMS-1385-P-11639-Attach-1.PDF
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Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O.Box 8018

Baltimore, MD 21244-8018

Re: CMS-1385-P
Anesthesia Coding (Part of 5-Year Review)
Dear Ms. Norwalk:

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.
[ am pleased that the Agency accepted this recommendation in its proposed rule, and |
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.




CMS-1385-P-11640

Submitter : Mr. James Cleveland Date: 08/29/2007
Organization: AANA
Category : Other Health Care Professional
Issue Areas/Comments
Background
Background
CMS,

Pleasc help move forward this increase for services for all anesthesia providers. Most of these patients are a far higher risk group. To cut reimbursement further
does not do this group justice as well as the added providers involvement. I feel you will loose more practioners willing to take adequate carc of these deserving

patients.
Sincerely,

James Cleveland
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Submitter : Mr. Michael Eging
Organization : Millennium Pharmaceuticals, Inc.
Categary : Drug Industry

Issue Areas/Comments
GENERAL
GENERAL

Sec Attachment
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Department of Health and Human Services
Centers for Medicare & Medicaid Services
Office of Strategic Operations & Regulatory Affairs

The attachment cited in this document is not included because ot one of fhe
following;:

e The submitter made an error when attaching the document. (We note
that the commenter must click the yellow "Attach File" button to
forward the attachment.)

e The attachment was received bﬁt the document attached was
improperly formatted or in provided in a format that we are unable to
accept. (We are not are not able to receive attachments that have been
prepared in excel or zip files).

e The document provided was a password-protected file and CMS was

given read-only access.

Please direct any questions or comments regarding this attachment to

(800) 743-3951.




CMS-1385-P-11642

Submitter : Mr. C. Edward Brown Date: 08/29/2007
Organization :  The Iowa Clinic

Category : Other Health Care Provider

Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions

pleasc sec attachment

CMS-1385-P-11642-Attach-1.DOC
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THE IOWA
CLINIC

August 29, 2007

Herb Kuhn, Acting Deputy Administrator
Centers for Medicare & Medicaid Services
Department of Health & Human Services
by electronic submission
Comments to CMS--1385--P
M. PHYSICIAN SELF-REFERRAL PROVISIONS

Dear Mr. Kuhn:

The Iowa Clinic is a 120 provider, physician owned, professionally managed, integrated multi-
specialty clinic located in Des Moines, lowa. We provide in-patient services at all five Des Moines
area hospitals and outpatient services throughout central Iowa. The significant changes proposed to
the regulations, for which comment is sought, will have a negative effect on the delivery and
availability of quality health care in Iowa.

The Stark law is intended to promote competition in the healthcare marketplace. It is also the
directive of CMS and the regulations to promote cooperation and partnerships among providers in
order to manage utilization, improve availability, and increase efficiency. Since the adoption of the
Phase I and Phase II rules we have invested considerable effort and expense to develop arrangements
which meet the regulations. Some of these arrangements have allowed us to bring improved
technology and service to the community in a cost effective manner. Others have allowed us to be
more competitive in a market where specialists are in short supply and recruitment is challenging.

The proposed changes will require, if adopted, that we and many other physician groups evaluate our
existing contracts and partnerships and potentially unwind, discontinue or restructure those
arrangements. Undoing these partnerships will do nothing in Central Iowa to improve the cost
effectiveness of healthcare that was one of the initial objectives.

In-Office Ancillary Services Exception:

This exception has fostered the convenience, integration and availability of health services. In-office
ancillary services not only assist diagnosis and plan of treatment, but enhance the coordination of
care and the convenience of care. Patients or families of patients may schedule multiple physician,
diagnostic testing and therapy visits for the same time and same location. Adjustments, corrections
or changes to testing and therapies are more readily accomplished and communicated when
physicians are at the location.

Requiring that in-office ancillary services be limited to essentially “incident to” services is contrary
to the notion of integrated, coordinated healthcare. Providing physical therapy and other treatment
therapies within the clinic is effective, efficient care and service for our patients. This is of particular
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concern to a multi-specialty group practice like The Iowa Clinic. No change to the ancillary services
exception is warranted.

Unit-of-Service (Per Click) Payments in Space and Equipment Leases:

First, the legislative history protecting such arrangements under controlled conditions has not
changed and should be honored by the agency.

More important is that per use arrangements recognize the economic reality of costs associated with
the use or “click” of a piece of equipment. The cost of maintenance and supplies are often directly
tied to the number of uses. The useful life of parts and the equipment itself will be dependent on how
often it is used.

Also, a “per click” lease encourages investment in new equipment and new technology. We have
been able to assist in bringing a CyberKnife to perform stereotactic radiosurgery to Des Moines and
avoid sending patients to Chicago, Denver or Minneapolis. A “per click” lease was best suited for
this equipment and its $4 million cost. We, and the community we serve, have relied on the ability to
establish unit-of-service leases. The current protections against abuse of such arrangements are
sufficient safeguards.

Again addressing the proposed changes generally, they discourage and restrict the ability of the
integrated multi-specialty physician group practice to produce income from sources other than a
direct fee for service. The underlying premise is that abuse through over utilization is inherent in
these arrangements. Initially, the presumption of abuse is offensive to physicians who are using their
best clinical judgment in determining the medical necessity for referrals and ancillary services.
Secondly, there are other methods and means for monitoring over utilization and certifying standards
of performance.

In an effort to control “gaming” (see 72 FR 133, p. 38180 (July 12, 2007)) we do not need to
dismantle a healthcare infrastructure developed in reliance on the existing rules. This will be
detrimental to both patients and practitioners. If integrated, available, convenient, quality healthcare
is a goal, the newly proposed regulations will not achieve it. The potential unwinding of existing
arrangements will have the effect of reducing service and slowing, if not stopping, the use of new
technology, innovative treatments, and coordinated care with our community hospitals.

It is reasonable to allow integrated physician group practices the opportunity for a reasonable
business return through arrangements that meet the current rules. These arrangements are already
well regulated. We are gravely concerned that the “tightening” of the self-referral rules will, if
adopted, require us and other multi-specialty clinics to move away from the infrastructure of
integrated, coordinated care they have been trying to build and promote. The tightening of the rules
contemplated in this section at a time when there is a lack of dependability of funding through the
federal payment systems presents an even greater risk. Thank-you for your consideration.

Sincerely,

C. Edward Brown
Chief Executive Officer

Downtown Administration
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Submitter : Dr. Paul Carrell ' Date: 08/29/2007
Organization : Dr. Paul Carrell
Category : Physician

Issue Areas/Comments
Medicare Economic Index (MEI)

Medicare Economic Index (MEI)

Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Rc: CMS-1385-P
Ancsthesia 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
arcas with disproportionately high Medicare populations.

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

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

Thank you for your considcration of this serious matter.
Sincerely,

Paul T. Carrell, MD

3101 Toro Canyon Rd

Austin, TX 78746
paultcarrcli@hotmail.com
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CMS-1385-P-11644

Submitter : Dr. F. Michael West Date: 08/29/2007
Organization :  Jackson Anesthesia Associates
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Sce Attachment
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Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care,
mostly due to significant undervaluation of anesthesia work compared to other physician
services. Today, more than a decade since the RBRVS took effect, Medicare payment
for anesthesia services stands at just $16.19 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.




CMS-1385-P-11645

Submitter : bertha lovelace
Organization : AANA
Category : Other Health Care Professional
Issue Areas/Comments
Background
Background
Dear Administrator:

As a member of the American Association of Nurse Anesthetists (AANA), | write to support the Centers
for Medicare & Mcdicaid Services (CMS) proposal to boost the value of anesthesia work by 32%. Under
CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008
compared with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to
cnsure that Certificd Registered Nurse Anesthetists (CRNAs) as Medicare Part B providers can continue
to provide Medicare beneficiaries with aceess to anesthesia services.

This increasc in Medicare payment is important for several reasons.

1 First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for

anesthesia scrvices, putting at risk the availability of anesthesia and other healthcare services for
Mcdicarc bencficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and

others have demonstrated that Medicare Part B reimburses for most services at approximately

80% of privatc market rates, but reimburses for anesthesia services at approximately 40% of

private market rates.

1 Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B

providers services had been reviewed and adjusted in previous years, effective January 2007.

Howcver, the value of anesthesia work was not adjusted by this process until this proposed rule.

1 Third, CMS proposed change in the relative value of anesthesia work would help to correct the

value of anesthesia scrvices which have long slipped behind inflationary adjustments.

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable
growth rate (SGR) cut to Medicare payment, an average 12-unit anesthesia service in 2008 will be
rcimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment
levels (adjusted for inflation).

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting
requiring ancsthesia scrvices, and are the predominant anesthesia providers to rural and medically
underscrved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The
availability of anesthesia services depends in part on fair Medicare payment for them. I support the
agency s acknowledgement that anesthesia payments have been undervalued, and its proposal to increase
the valuation of anesthesia work in a manner that boosts Medicare anesthesia payment.

Sincerely,

Bertha Lovelace CRNA,

20775 famnsleigh rd,

shaker Hts Ohio,44122
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Submitter : Dr. Derek Marshall Date: 08/29/2007
Organization : Jackson Anesthesia Associates
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Sec Attachcment
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Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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.
[ 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.



CMS-1385-P-11647

Submitter : Dr. J David Netterville Date: 08/29/2007
Organization :  Cardiovascular Anesthesiologists, PC
Category : Health Care Professional or Association

Issue Areas/Comments
GENERAL

GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

Centcrs for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

Rc: CMS-1385-P
Ancsthcesia Coding (Part of 5-Ycar Review)
Dcar Ms. Norwalk:

[ 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
rccognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

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

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

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

Thank you for your consideration of this serious matter.
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CMS-1385-P-11648

Submitter : Mr. Pascual Guerrero Date: 08/29/2007
Organization:  Mr. Pascual Guerrero
Category : Academic
Issue Areas/Comments
GENERAL
GENERAL
Dear Sir or Madam:

My name is Pascual Guerrero and I am an athletic training student at the Brooklyn Campus of Long Island University. My experiences include a physical therapy
clinic as well as collcgc and professional sports.

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

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

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

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

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

Sincerely,

Pascual Guerrero, ATS
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Submitter : Dr. Keith Carter
Organization :  Jackson Anesthesia Associates
Category : Physician
Issue Areas/Comments

GENERAL

GENERAL

Sce Attachment

CMS-1385-P-11649-Attach-1.PDF
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Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O.Box 8018

Baltimore, MD 21244-3018

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 1
support full implementation of the RUC s recommendation.

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

Thank you for your consideration of this serious matter.




CMS-1385-P-11650

Submitter : Dr. J. Edwin Dodd Date: 08/29/2007
Organization :  Jackson Anesthesia Associates
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

See Attachment

CMS-1385-P-11650-Attach-1. PDF
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Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Re: CMS-1385-P
Anesthesia Coding (Part of 5-Year Review)
Dear Ms. Norwalk:

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 takmg
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 [
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.




CMS-1385-P-11651

Submitter : Chris Jurgensmeyer Date: 08/29/2007
Organization : Chris Jurgensmeyer
Category : Other Health Care Provider
Issue Areas/Comments
Background
Background
Decar Administrator:

As a member of the American Association of Nurse Anesthetists (AANA), I write to support the Centers for Medicare & Medicaid Services (CMS) proposal to
boost the value of anesthesia work by 32%. Under CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008 compared
with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to

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

This increasc in Mcdicare payment is important for several reasons.

1 First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for anesthesia services, putting at risk the availability of anesthesia and
other hcalthcare services for

Medicare bencficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and others have demonstrated that Medicare Part B reimburses for
most services at approximately 80% of private market rates, but reimburses for anesthesia services at approximately 40% of private market rates.

1 Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B providers services had been reviewed and adjusted in previous years,
effective January 2007. However, the value of anesthesia work was not adjusted by this process until this proposed rule.

1 Third, CMS proposed change in the relative value of anesthesia work would help to correct the value of anesthesia services which have long slipped behind
inflationary adjustments. Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable growth rate (SGR) cut to
Medicare payment, an average 12-unit anesthesia service in 2008 will be reimbursed at a rate about 17% below 2006 payment levels, and more than a third below
1992 payment levels (adjusted for inflation).

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting requiring anesthesia services, and are the predominant
anesthcesia providers to rural and medically

underscrved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The availability of anesthesia services depends in part on fair
Medicare payment for them. I support the agency s acknowledgement that anesthesia payments have been undervalued, and its proposal to increase the valuation of
ancsthcsia work in a manner that boosts Medicare anesthesia payment.

Sincerely,

Chris Jurgensmeyer, CRNA

4453 Brookhaven Terrace

Clarksville, TN 37043
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CMS-1385-P-11652

Submitter : J. Mark Skaggs Date: 08/29/2007
Organization : Orthopedic Rehab Specialists

Category : Physical Therapist

Issue Areas/Comments

Physician Seif-Referral Provisions

Physician Self-Referral Provisions
August 29, 2007

To Whom It May Concern:

My name is J. Mark Skaggs, PT, CSCS, at Orthopedic Rehab Specialists in Rockford, IL. I am writing this brief note input regarding the closure of the Stark
Referral for Profit loopholc. An orthopedic surgeon here in Rockford, IL, referred an individual with a greater tuberosity fracture and adhesive capsulitis for
trcatment here at our clinic. She was an elderly individual who had problems for quite some time prior to referral to physical therapy. She was seen successfully
in physical thcrapy here at Orthopedic Rehab Specialists for approximately 4 weeks of treatment prior to her recheck with her physician.

The physician at that time during the recheck stated that he would like to have the individual be seen in his own specific clinic for physical therapy secondary to
the fact in her words He could keep an eye on her progression more specifically despite the fact that Orthopedic Rehab Specialists is no more than 1 ? to 2 miles
from this physician owned physical therapy clinic. The patient was understandably upset regarding the fact that she was in her own words forced to stop coming
to ORS and to go the physician owned clinic and the physician would not budge stating that he had to keep an eye on her despite her improvements at our
indcpendent physical therapy department. ’

Unfortunately, these occurrences with physician owned physical therapy practices are occurring much too often and independent practices of physical therapy like
Orthopedic Rehab Specialists are being put at a significant disadvantage. Physical therapy services should definitely be excluded from the in-office ancillary

services cxception.

Sincerely,

J. Mark Skaggs, PT, CSCS
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CMS-1385-P-11653

Submitter : Date: 08/29/2007
Organization :

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

Baltimorc, MD 21244-8018

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

Dear Ms. Norwalk:
1 strongly support the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has recognized the gross
undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

The RBRVS created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to other physician
scrvices. Now, 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
begin to cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from areas with
disproportionatcly high Medicare populations.

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

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

Thank you for your considcration of this serious matter.
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CMS-1385-P-11654

Submitter : Dr. Susan Gobel Date: 08/29/2007
Organization :  Gastroenterology Center of Connecticut

Category : Physician

Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions

The CMS comment on POD labs, if it goes forward, should be careful to differentiate "pass-through" arrangements from true in-office laboratories. Physician
office laboratories in my experience are often of superior quality providing cost-effective and efficient medical care that serves the needs of ecommunity physicians
far better than most hospital labs, centralized pathology groups, or large national independent labs. Pathologists in in-office laboratories have full access to
patient medical information - this alone is a vast improvement over the potential service that ean be provided by remote pathologists. In-office turnaround times
are days to weeks better than the alternatives. Clerical error rates are lower because information systems are coordinated.

The CMS should be aware that the current campaign against so-called "pod” labs is led by a few self-interested private pathologists, some in leadership positions
in our national organizations, who wish to monopolize the outpatient biopsy market. These people are using scarc tactics to paint with the same brush any
nontraditional pathology arrangcment, without regard to any real demonstation of quality problems. I suggest that instead of focusing on the straw man of pod
labs, thc CMS require all providers of pathology services to demonstrate quality of service and appropriateness of utilization, as per CL1A 88, to end the ongoing
abusive pathology practice that is occurring in traditional pathology groups, independent labs and academic centers.
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CMS-1385-P-11655

Submitter : Mr. Birger Baastrup Date: 08/29/2007
Organization :  City Center Chiropractic

Category : Chiropractor

Issue Areas/Comments

Medicare Telehealth Services

Medicare Telehealth Services

Centers for Medicare and Medicaid Services
Dcpartment of Health and Human Services
Attention: CMS-1385-P

PO Box 8018

Baltimore, Maryland 21244-8018

Re: TECHNICAL CORRECTIONS

The proposed rule dated July 12th contained an item under the technical corrections section calling for the current regulation that permits a beneficiary to be
reimbursed by Mcdicare for an X-ray taken by a MD or DO and used by a Doctor of Chiropractic to determinc a subluxation, be eliminated. I am writing in
strong opposition to this proposal.

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

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

patient that will suffer as result of this proposal.

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

Sincerely,

Birger Baastrup, D.C., C.C.S.P.
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Submitter : Ms. judith gron
Organization: AANA
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL

see attachment
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CENTERS FOR MEDICARE AND MEDICAID SERIVICES
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CMS-1385-P-11657

Submitter : Mrs. Kristie Hoch
Organization :  American Association of Nurse Anesthetists
Category : Other Health Care Provider
Issue Areas/Comments
Background
Background

August 29, 2007

Officc of the Administrator

Centers for Mcdicare & Mcdicaid Services

Dcpartment of Health and Human Services

P.O. Box 8018 RE: CMS 1385 P (BACKGROUND, IMPACT)
Baltimore, MD 21244 8018 ANESTHESIA SERVICES

Dcar Administrator:

As a member of the Amcrican Association of Nurse Anesthetists (AANA), I write to support the Centers
for Medicare & Medicaid Services (CMS) proposal to boost the value of anesthesia work by 32%. Under
CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 5% in 2008
compared with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to
cnsure that Certified Registered Nurse Anesthetists (CRNAs) as Medicare Part B providers can continue

to provide Medicare beneficiaries with access to anesthesia services.
This increase in Medicare payment is important for several reasons.

1 First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for
anesthesia services, putting at risk the availability of anesthesia and other healthcare services for
Medicare beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and
others have demonstrated that Medicare Part B reimburses for most services at approximately
80% of private market rates, but reimburses for anesthesia services at approximately 40% of

privatc market ratcs.

1 Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B
providers services had been reviewed and adjusted in previous years, effective January 2007.
Howcver, the valuc of anesthesia work was not adjusted by this process until this proposed rule.
1 Third, CMS proposed change in the relative value of anesthesia work would help to correct the
value of anesthesia services which have long slipped behind inflationary adjustments.

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable
growth rate (SGR) cut to Medicarc payment, an average 12-unit anesthesia service in 2008 will be
reimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment

levels (adjusted for inflation).

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

rcquiring anesthesia services, and are the predominant anesthesia providers to rural and medically

undcrserved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The
availability of ancsthesia services depends in part on fair Medicare payment for them. I support the
agency s acknowledgement that anesthesia payments have been undervalued, and its proposal to increase

the valuation of ancsthesia work in a manner that boosts Medicare anesthesia payment.

Sincerely,

Kristic Hoch, CRNA
69 Main Road South
Hampden, ME 04444
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CMS-1385-P-11658

Submitter : Ms. Stepahnie Sibeto Date: 08/29/2007
Organization : Susquehanna Health
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL
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Dear Sir or Madam:

Hi, I am Stephanie Sibeto, athletic trainer at Sullivan County
high school. I am outreached by Susquehanna Health in Williamsport,
PA. I received my B.S. at Lock Haven University and received my Master
of Education from Temple University. I worked 14 yrs at the collegiate
level and the past 3 years have been at the high school level.

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

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

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

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

Sincerely,

Stephanie Sibeto, ATC, M.Ed.




CMS-1385-P-11659

Submitter : Mr. Raymond Ibarra Date: 08/29/2007
Organization :  Physiotherapy Associates
Category : Physical Therapist
Issue Areas/Comments
GENERAL
GENERAL

Dcar Sir or Madam:

My name is Raymond Ibarra, and I am a dual credentialed physical thrapist and certified athletic trainer in Tempc, AZ. 1am currently a staff therapist at
Physiothcrapy Associatcs Tempe SPORT clinic, and I hold both a Masters degree in athletic training and physical therapy.

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

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

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

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

Sincc CMS scems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
recommcndations of thosc professionals that are tasked with overseeing the day-to-day health care needs of their patients. [ respectfully request that you withdraw
the proposed changcs relatcd to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincerely,

Raymond Ibarra, PT, ATC
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CMS-1385-P-11660

Submitter : Ms. Tiffany Smith
Organization: AANA
Category : Other Health Care Professional

Issue Areas/Comments
Background

Background

Office of the Administrator

Centers for Medicare & Medicaid Services

Department of Health and Human Services

P.O. Box 8018 RE: CMS 1385 P (BACKGROUND, IMPACT)

Baltimore, MD 21244 8018 ANESTHESIA SERVICES

Dear Administrator:

As a member of the American Association of Nurse Anesthetists (AANA), [ write to support the Centers
for Mcdicarc & Medicaid Services (CMS) proposal to boost the value of anesthesia work by 32%. Under
CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008
compared with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to
ensure that Certified Registered Nurse Anesthetists (CRNAs) as Medicare Part B providers can continue
to provide Medicare beneficiaries with access to anesthesia services.

This increasc in Medicare payment is important for several reasons.

1 First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for

anesthcsia services, putting at risk the availability of anesthesia and other healthcare services for
Medicarc bencficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and

others have demonstrated that Medicare Part B rcimburses for most services at approximately

80% of privatc market rates, but reimburses for anesthesia services at approximately 40% of

privatc market ratcs.

1 Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B

providers services had been reviewed and adjusted in previous years, effective January 2007.

However, the valuc of ancsthesia work was not adjusted by this process until this proposed rule.

1 Third, CMS proposed change in the relative value of anesthesia work would help to correct the

valuc of ancsthesia services which have long slipped behind inflationary adjustments.

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable-

growth rate (SGR) cut to Medicarc payment, an average 12-unit ancsthesia service in 2008 will be
reimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment
levels (adjusted for inflation).

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting
requiring ancsthesia services, and are the predominant anesthesia providers to rural and medically
underserved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The
availability of anesthesia services depends in part on fair Medicare payment for them. 1 support the
agency s acknowledgement that anesthesia payments have been undervalued, and its proposal to increase
the valuation of ancsthesia work in a manner that boosts Medicare anesthesia payment.
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CMS-1385-P-11661

Submitter : Dr. Thomas Henris Date: 08/29/2007
Organization :  Coffee Regional Medical Center
Category : Physician

Issue Areas/Comments

Coding-- Additional Codes From
5-Year Review

Coding-- Additional Codes From S-Year Review

Leslie V. Norwalk, Esq.

Acting Administrator

Ccnters for Medicare and Mcdicaid Services
Attcntion: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undcrvaluation of anesthesia services. [ 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.

Sinccercly,

Thomas C. Henris, M.D.
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CMS-1385-P-11662

Submitter : Date: 08/29/2007
Organization :

Category : Chiropractor

Issue Areas/Comments

Medicare Economic Index (MEI)

Medicare Economic Index (MEI)

Removing the ability for Doctor's of Chiropractic to refer for xrays is simply wrong. As a DC providing physical medicine care for patients, I have seen many
things on xrays that preclude me from treating the patient. It is simply unfair and detrimental to patient care to not allow the referral/reimbursement for medicare
covered individuals for radiological services.

Instcad of limiting our rights, how about letting us do our own xrays and getting paid for them.

Dccreased paticnt safety and inconvenience will be the only noticeable difference scen with the new policy. Please consider the ramifications this rule could have
before implementing such a bad policy.

Thank you.

Page 2467 of 2934 August 302007 08:35 AM




CMS-1385-P-11663

Submitter : Debra Hamerski

Organization:  Excela Health School of Anesthesia

Category : Other Health Care Professional
Issue Areas/Comments

Background

Background

August 20, 2007

Office of the Administrator

Centcrs for Mcdicare & Medicaid Scrvices

Department of Health and Human Services

P.O. Box 8018 RE: CMS 1385 P (BACKGROUND, IMPACT)

Baltimore, MD 21244 8018 ANESTHESIA SERVICES

Dcar Administrator:

As a member of the American Association of Nurse Anesthetists (AANA), I write to support the Centers
for Medicarc & Medicaid Services (CMS) proposal to boost the value of anesthesia work by 32%. Under
CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008
compared with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to
cnsure that Certified Registered Nurse Anesthetists (CRNAs) as Medicare Part B providers can continuc
to provide Mcdicarc beneficiaries with access to anesthesia services.

This increasc in Medicare payment is important for several reasons.

1 First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for

ancsthesia services, putting at risk the availability of anesthesia and other healthcare services for
Medicarc bencficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and

others have demonstrated that Medicare Part B reimburses for most services at approximately

80% of private markct rates, but rcimburses for anesthcsia services at approximately 40% of

privatc markct rates.

1 Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B

providers services had been reviewed and adjusted in previous years, effective January 2007.

However, the valuc of anesthesia work was not adjusted by this process until this proposed rule.

1 Third, CMS proposed change in the relative value of anesthesia work would help to comrect the

value of anesthesia services which have long slipped behind inflationary adjustments.

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable
growth rate (SGR) cut to Medicare payment, an average 12-unit anesthesia service in 2008 will be
reimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment
levels (adjusted for inflation).

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting
requiring anesthesia services, and are the predominant anesthesia providers to rural and medically
underserved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The
availability of anesthesia services depends in part on fair Medicare payment for them. I support the
agency s acknowledgement that anesthesia payments have been undervalued, and its proposal to increase
the valuation of anesthcsia work in a manncr that boosts Medicare ancsthesia payment.

Sincerely,

Dcbra Hamerski, RN,MSN,SRNA

CCRN

2 Marjorie Lane

Philippi, WV 26416
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CMS-1385-P-11664

Submitter : Dr. Ezekiel Wetzel Date: 08/29/2007

Organization:  American Society of Anesthesiologists
Category : Physician
Issue Areas/Comments
GENERAL
A GENERAL

Lcslic V. Norwalk, Esq.

Acting Administrator

Centers for Mcdicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

Re: CMS-1385-P
Ancsthesia 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 thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly duc to significant undervaluation of anesthesia work compared to
other physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionately high Medicare populations.

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

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

Thank you for your consideration of this serious matter.
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CMS-1385-P-11665

Submitter : Dr. Joshua Greenspan Date: 08/29/2007
Organization : PainClinics Inc
Category : Physician
Issue Areas/Comments
Payment For Procedures And
Services Provided In ASCs
Payment For Procedures And Services Provided In ASCs

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Medicarc and Medicaid Services
Attcntion: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

Rc: CMS-1385-p
Ancsthcsia Coding (Part of 5-Year Review)
Dcar Ms. Norwalk:

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

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

In an cffort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undervaluation of anesthesia services. [ 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 inerease as recommended by the RUC.

Thank you for your consideration of this serious matter.
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CMS-1385-P-11666

Submitter : Dr. Michael Muro Date: 08/29/2007
Organization : Dr. Michael Muro
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Mcdicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

. Re: CMS-1385-P
Anesthesia Coding (Part of 5-Year Review)
Dear Ms. Norwalk:

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

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician services. Today, more than a decade 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. 1have observed the unfortunate growth in anesthesiology practices that no longer provide care in
hospital scttings due to the impact of Medicare payments. My own group remains committed to taking care of the Medicare population in our hospital, but we are
finding it increasingly more difficult to recruit new physicians in the face of competition from groups that have largely phased the low Medicare payments out of
their practices.

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 medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediately implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter,
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CMS-1385-P-11667

Submitter : Date: 08/29/2007

Organization :
Category : Other Health Care Provider

Issue Areas/Comments
Physician Self-Referral Provisions

Physician Self-Referral Provisions

The potential for fraud and abuse exists when physicians are able to refer Medicare beneficiaries to entities in which they have a financial interest. The situation
affecting physical therapy is compounded by Medicare s requirement of a physician referral in order for beneficiaries to receive physical therapy services. Physicians
who own practices that provide physical therapy services have an inherent financial incentive to refer their patients to the practices they have invested in and to
overutilize thosc scrvices for financial reasons.
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CMS-1385-P-11668

Submitter : Debra Stokes Date: 08/29/2007
Organization:  FIU Anesthesiology Nursing Program

Category : Other Health Care Professional

Issue Areas/Comments

Background

Background

Sce attached letter

Sinccrely,
Dcbra Stokcs, Student Registered Nurse Ancsthetist

CMS-i385-P-11668-Attach-1.PDF
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August 20, 2007
Office of the Administrator
Centers for Medicare & Medicaid Services
Department of Health and Human Services

P.O. Box 8018 RE: CMS-1385-P (BACKGROUND, IMPACT)
Baltimore, MD 21244-8018 ANESTHESIA SERVICES

Dear Administrator:

As a member of the American Association of Nurse Anesthetists (AANA), I write to support the Centers
for Medicare & Medicaid Services (CMS) proposal to boost the value of anesthesia work by 32%. Under
CMS’ proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008
compared with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS’ proposal would help to
ensure that Certified Registered Nurse Anesthetists (CRNAs) as Medicare Part B providers can continue
to provide Medicare beneficiaries with access to anesthesia services.

This increase in Medicare payment is important for several reasons.

*  First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for
anesthesia services, putting at risk the availability of anesthesia and other healthcare services for
Medicare beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and
others have demonstrated that Medicare Part B reimburses for most services at approximately
80% of private market rates, but reimburses for anesthesia services at approximately 40% of
private market rates.

=  Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B
providers’ services had been reviewed and adjusted in previous years, effective January 2007.
However, the value of anesthesia work was not adjusted by this process until this proposed rule.

= Third, CMS’ proposed change in the relative value of anesthesia work would help to correct the
value of anesthesia services which have long slipped behind inflationary adjustments.

Additionally, if CMS’ proposed change is not enacted and if Congress fails to reverse the 10% sustainable
growth rate (SGR) cut to Medicare payment, an average 12-unit anesthesia service in 2008 will be
reimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment
levels (adjusted for inflation).

America’s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting
requiring anesthesia services, and are the predominant anesthesia providers to rural and medically
underserved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The
availability of anesthesia services depends in part on fair Medicare payment for them. I support the
agency’s acknowledgement that anesthesia payments have been undervalued, and its proposal to increase
the valuation of anesthesia work in a manner that boosts Medicare anesthesia payment.

Sincerely,

Name & Credential

Address

City, State ZIP




CMS-1385-P-11669

Submitter : Mr. Rick Wade
Organization: AANA
Category : Other Health Care Professional
Issue Areas/Comments
Background
Background
August 20, 2007

Office of the Administrator

Centers for Mcdicare & Medicaid Services

Dcpartment of Health and Human Services

P.O. Box 8018 RE: CMS 1385 P (BACKGROUND, IMPACT)

Baltimore, MD 21244 8018 ANESTHESIA SERVICES

Dcar Administrator:

As a member of the American Association of Nurse Anesthetists (AANA), 1 write to support the Centers
for Medicare & Medicaid Services (CMS) proposal to boost the value of anesthesia work by 32%. Under
CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008
compared with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to
cnsurc that Certified Registered Nurse Anesthetists (CRNAs) as Medicare Part B providers can continue
to provide Medicare beneficiaries with aeccss to anesthesia services.

This incrcase in Medicare payment is important for several reasons.

1 First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for

ancsthesia services, putting at risk the availability of anesthesia and other healthcare services for -
Mcdicarc beneficiarics. Studies by the Medicare Payment Advisory Commission (MedPAC) and

others have demonstrated that Medicare Part B reimburses for most services at approximately

80% of privatc market ratcs, but rcimburses for anesthesia services at approximately 40% of

privatc market ratcs.

1 Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B

providers services had been reviewed and adjusted in previous years, effective January 2007.

However, the value of anesthesia work was not adjusted by this process until this proposed rule.

1 Third, CMS proposed change in the relative value of anesthesia work would help to correct the

value of anesthesia services which have long slipped behind inflationary adjustments.

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable
growth rate (SGR) cut to Medicare payment, an average 12-unit anesthcsia servicc in 2008 will be
reimburscd at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment
levels (adjusted for inflation).

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting
requiring ancsthesia services, and are the predominant anesthesia providers to rural and medieally
underserved America. Medicarc patients and healthcare delivery in the U.S. depend on our services. The
availability of anesthcsia services depends in part on fair Medicare payment for them. 1 support the
agency s acknowledgement that anesthesia payments have been undervalued, and its proposal to increase
the valuation of ancsthesia work in a2 manner that boosts Medicare anesthesia payment.

Sincercly,

___LtCol Rick L. Wade CRNA
Name & Credential
__5481 Pebblc Lane
Address

__Osage Beach MO 65065
City, Statc ZIP
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CMS-1385-P-11670

Submitter : Dr. Michael McCue Date: 08/29/2007
Organization:  ASA
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslie V. Norwalk, Esqg.

Acting Administrator

Centers for Medicarc and Mcdicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimorec, MD 21244-8018

Rc: CMS-1385-P
Ancsthesia 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 Sehedule. 1 am grateful that CMS has
recognized the gross undervaluation of anesthesia services, and that the Ageney is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician 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. 1am pleased that the Agency accepted this recommendation in its proposed rule, and 1 support full implementation of the
RUC s recommendation..

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

Thank you for your consideration of this serious matter

Sincerly yours
Michacl McCuc, MD
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CMS-1385-P-11671

Submitter : Ms. Corinne Shurb Date: 08/29/2007
Organization:  AANA
Category : Other Health Care Professional
Issue Areas/Comments
Background
Background

August 20, 2007

Officc of thc Administrator

Centcrs for Medicare & Medicaid Scrvices

Dcpartment of Health and Human Services

P.O. Box 8018 RE: CMS 1385 P (BACKGROUND, IMPACT)
Baltimore, MD 21244 8018 ANESTHESIA SERVICES

Dear Administrator:

As a member of the American Association of Nursc Ancsthctists (AANA), I write to support the Centers for Mcdicare & Medieaid Services (CMS) proposal to
boost the value of anesthesia work by 32%. Under CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008 compared
with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to ensure that Certified Registered Nurse Anesthetists (CRNAs) as Medicare
Part B providers can continue to provide Medicare beneficiaries with access to anesthesia services. This increase in Medicare payment is important for several
rcasons. First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for anesthesia services, putting at risk the availability of
ancsthesia and othcr healthcare scrvices for Medicare beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and

othcrs have demonstrated that Medicare Part B reimburses for most serviees at approximatcly

80% of privatc markct ratcs, but rcimburses for anesthesia services at approximately 40% of

private market rates. Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B providers services had been reviewed and adjusted
in previous years, effective January 2007. However, the value of anesthesia work was not adjusted by this process until this proposed rule. Third, CMS proposed
change in the relative valuc of anesthesia work would help to correct the value of anesthesia services which have long slipped behind inflationary adjustments.
Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable growth rate (SGR) cut to Medicare payment, an average
12-unit anesthesia scrvice in 2008 will be reimburscd at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment levels (adjusted
for inflation).

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting requiring anesthesia services, and are the predominant
ancsthcsia providers to rural and medically underserved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The availability of
anesthesia services depends in part on fair Medicare payment for them. I support the agency s acknowledgement that anesthesia payments have been undervalued,
and its proposal to increase the valuation of anesthesia work in a manner that boosts Medicare anesthesia payment.

Sincercly,

_Corinne Shurb, CRNA

Name & Credential

_1195 Brucc Avenue #203

Address

_Windsor, Ontario Canada N9A 4Y5_
City, State ZIP
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CMS-1385-P-11672

Submitter : Dr. David Shapiro Date: 08/29/2007
Organization :  Dr. David Shapiro
Category : Chiropractor

Issue Areas/Comments
Medicare Economic Index (MEI)

Medicare Economic Index (MEI)

MEI - TECHNICAL CORRECTIONS

Centers for Medicare and Medicaid Scrvices

Department of Health and Human Services

Attention: CMS-1385-P

PO Box 8018

Baltimore, Maryland 21244-8018

Re: "TECHNICAL CORRECTIONS"

The proposcd rule dated July 12th contained an item under the technical corrections section calling for the current regulation that permits a beneficiary to be
reimburscd by Medicare for an X-ray taken by a non-treating provider and used by a Doctor of Chiropractic to determine a subluxation, be eliminated. 1am
writing in strong opposition to this proposal.

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

By limiting a Doctor of Chiropractic from referring for an X-ray study, the costs for patient care will go up significantly due to the necessity of a referral to
another provider (orthopedist or rheumatologist, etc.) for duplicative evaluation prior to referral to the radiologist. With fixed incomes and limited resources,
scniors may choose to forgo X-rays and thus, needed treatment. If treatment is delayed, illnesses that could be life threatening may not be discovered. Simply

put, it is the patient that will suffer as result of this proposal.

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

David Shapiro, DC
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CMS-1385-P-11673

Submitter : Mr. Steve Nelson Date: 08/29/2007
Organization : AANA
Category : Nurse Practitioner
Issue Areas/Comments
Background
Background

August 20, 2007

Office of the Administrator

Centcrs for Mcdicare & Medicaid Services

Department of Health and Human Scrvices

P.O. Box 8018 RE: CMS 1385 P (BACKGROUND, IMPACT)

Baltimore, MD 21244 8018 ANESTHESIA SERVICES

Dear Administrator:

As a member of the American Association of Nurse Anesthetists (AANA), I write to support the Centers
for Medicare & Medicaid Services (CMS) proposal to boost the value of anesthesia work by 32%. Under
CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008
compared with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to

cnsure that Certificd Registcred Nurse Anesthetists (CRNAs) as Medicare Part B providers can continue
to providc Medicare beneficiaries with access to anesthesia scrvices.

This increase in Medicare payment is important for several reasons.

1 First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for

anesthcsia serviecs, putting at risk the availability of anesthesia and other healthcare services for
Mcdicarc benceficiaries. Studics by the Mcdicare Payment Advisory Commission (MedPAC) and

others have demonstrated that Mcdicare Part B reimburses for most services at approximately

80% of privatc market rates, but rcimburses for anesthesia services at approximately 40% of

privatc markct rates.

1 Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B

providers services had been reviewed and adjusted in previous years, effective January 2007.

However, the value of ancsthesia work was not adjusted by this proeess until this proposed rule.

1 Third, CMS proposed change in the relative value of anesthesia work would help to correct the

value of anesthcsia services which have long slipped behind inflationary adjustments.

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable
growth ratc (SGR) cut to Medieare payment, an average 12-unit anesthesia service in 2008 will be
rcimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment
lcvels (adjusted for inflation).

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting
rcquiring anesthesia services, and arc the predominant anesthesia providers to rural and medically
undcrserved America. Mcdicare patients and healthcare delivery in the U.S. depend on our services. The
availability of anesthesia services depends in part on fair Medicare payment for them. I support the
agency s acknowledgement that anesthesia payments have been undervalued, and its proposal to increase
the valuation of anesthesia work in a manner that boosts Medicare anesthesia payment.

Sincerely,

_Steve Nelson CRNA
Name & Credential
___Elaines Way
Address
___Winston-Salem,NC 27127
City, State ZIP
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CMS-1385-P-11674

Submitter : Dr. Eddy Duncan Date: 08/29/2007
Organization :  Coffee Regional Medical Center

Category : Physician

Issue Areas/Comments

Coding-- Additional Codes From
5-Year Review

Coding-- Additional Codes From 5-Year Review

Leslic V. Norwalk, Esqg.

Acting Administrator

Centers for Mcdicare and Mcdicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dcar Ms. Norwalk:

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

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

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

To cnsure that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with 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.

Sincercly,

Eddy N. Duncan, M.D.
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CMS-1385-P-11675

Submitter : Mr. John Westberg Date: 08/29/2007
Organization: AANA
Category : Other Health Care Professional

Issue Areas/Comments
Background

Background

August 29, 2007

Officc of the Administrator

Ccnters for Medicare & Mcdicaid Services
Department of Health and Human Services

P.O. Box 8018 RE: CMS 1385 P (BACKGROUND, IMPACT)
Baltimore, MD 21244 8018 ANESTHESIA SERVICES
Decar Administrator:

As a member of the American Association of Nurse Anesthetists (AANA), | write to support the Centers for Medicare & Medicaid Services (CMS) proposal to
boost the value of anesthesia work by 32%. Under CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008 compared
with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to ensure that Certified Registered Nurse Anesthetists (CRNAs) as
Mcdicarc Part B providers can continue to provide Medicare beneficiaries with access to anesthesia services.

This increasc in Medicare payment is important for several reasons.

? First, as thc AANA has previously stated to CMS, Medicare currently under-reimburses for anesthesia services, putting at risk the availability of anesthesia and
other hcalthcare scrvices for Medicare beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and others have demonstrated that
Medicare Part B reimburses for most services at approximately 80% of private market rates, but reimburses for anesthesia services at approximately 40% of private
markct rates.

? Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B providers' services had been reviewed and adjusted in previous years,
cffective January 2007. However, the value of anesthesia work was not adjusted by this process until this proposed rule.

? Third, CMS proposed change in the relative value of anesthesia work would help to correct the value of anesthesia services which have long slipped behind
inflationary adjustments.

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable growth rate (SGR) cut to Medicare payment, an average
12-unit ancsthesia service in 2008 will be reimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment levels (adjusted
for inflation).

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting requiring anesthesia services, and are the predominant
ancsthesia providers to rural and medically underserved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The availability of
anesthesia services depends in part on fair Medicare payment for them. I support the agency s acknowledgement that anesthesia payments have been undervalued,
and its proposal to incrcase the valuation of anesthesia work in a manner that boosts Medicare anesthesia payment.

Sincercly,

_John Westberg CRNA
Name & Credential
_1810 Fairmount St.
Address

_Wausau, W1 54403
City, Statc Z]P
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CMS-1385-P-11676

Submitter : Tiffany Rodman Date: 08/29/2007
Organization:  Institute for Athletic Medicine
Category : Physical Therapist

Issue Areas/Comments
Physician Self-Referral Provisions

Physician Self-Referral Provisions

Datc: August 29, 2007

To: Centcrs for Mcdicare and Medicaid Services

There is a huge potential for fraud and abuse of physical therapy services when physicians are able to refer Medicare beneficiaries or other patients to entities where
they have a financial interest such as physician owned in-house physical therapy clinics. By eliminating physical therapy as a designated health service (DHS)
furnished under the in-office ancillary services exception, CMS would reduce the amount of over utilization and abuse of physical therapy services under the
Mcdicare program and enhance quality of care.

I have scen cases of patients continuing to be sent back to physical therapy when owned by the physician when they no longer are benefiting from physical therapy
treatment. Often the patient has long been independent with their home program but the physician sends them back to physical therapy because he has a financial
interest in keeping the physical therapists in his practice busy. Patient ofien require multiple physical therapy visits so it is no more convenient for them to

receive these visits in their physicians office then in an independent physical therapy clinic.

Thank you for your consideration.

Tiffany Rodman, PT
Institute for Athletic Mcdicine, Burnsvillc
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CMS-1385-P-11677

Submitter : Mr. Ray Barile Date: 08/29/2007
Organization :  St. Louis Blues Hockey Club

Category : Other Health Care Professional

Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions

Dcar Sir or Madam:

My namc is Ray Barile. | am an Athletic Trainer for the St.Louis Blues Hockey Club of the National Hockey League. My players, coaches, staff and management
all are affccted by the removal of Athletic Trainers from the hospital setting.l see this revision as a step backwards in providing adequate healthcare for all
americans.

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

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

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

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

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

Sincerely,

Raymond Barile, ATC, MS CSCS,LMT
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CMS-1385-P-11678

Submitter : Mr. A. FRIELLO, CRNA
Organization:  AANA
Category : Other Health Care Professional
Issue Areas/Comments

Background

Background

As a member of the American Association of Nurse Anesthetists (AANA), I write to support the Centers
for Medicare & Mcdicaid Services (CMS) proposal to boost the value of anesthesia work by 32%. Under
CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008
compared with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to
ensure that Certified Registered Nurse Anesthetists (CRNAs) as Medicare Part B providers can continue
to provide Medicare beneficiaries with access to anesthesia services.

This incrcase in Medicare payment is important for several reasons.

1 First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for

anesthesia services, putting at risk the availability of anesthesia and other healthcare services for
Mcdicare bencficiarics. Studies by the Medicare Payment Advisory Commission (MedPAC) and

others have demonstrated that Medicare Part B reimburses for most services at approximately

80% of private market rates, but reimburscs for anesthesia services at approximately 40% of

privatc market ratcs.

1 Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B

providers services had been reviewed and adjusted in previous years, effective January 2007.

Howecver, the valuc of anesthesia work was not adjusted by this process until this proposed rule.

1 Third, CMS proposed change in the relative value of anesthesia work would help to correct the

value of anesthesia services which have long slipped behind inflationary adjustments.

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable
growth ratc (SGR) cut to Medicare payment, an average 12-unit anesthesia service in 2008 will be
reimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment
levels (adjusted for inflation).

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting
requiring anesthesia services, and are the predominant anesthesia providers to rural and medically
underserved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The
availability of anesthesia services depends in part on fair Medicare payment for them. I support the
agency s acknowledgement that anesthesia payments have been undervalued, and its proposal to increase
the valuation of anesthcsia work in 2 manncr that boosts Medicare anesthesia payment
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CMS-1385-P-11679

Submitter : Date: 08/29/2007
Organization :

Category : Physical Therapist

Issue Areas/Comments

GENERAL

GENERAL
To the Centers for Medicare and Medicaid Services (CMS),

[ am writing in regards to the Stark Law involving the in-office ancillary services. I feel the law may be misunderstood and the practices may be misused for
financial gains that may or may not be in the best interest of the patients and/or the medical community. With the referring physician being on-sight and

involved in the direct financial gains of the facility, there may be instances where the physician may refer services that may otherwise not be ordered. It would
seem to me that a physician is almost always refer for physical therapy services if they will be receiving direct financial gains, even though the patient may not
require those particular services. These facilities seem to be under regulated and these physicians have a tendency to become abusive with their referrals, again for
their own financial gains. These physicians and their facilities need to be more closely regulated, if not unable to operate under these terms where services may be
abused. There is not need to have an overseeing physician in the clinic for physical therapy services.

Please take a very good look at the situation that has transpired within these clinics so that the medical community can continue to function with integrity and
honesty to bettcr services its patients.

Thank you for your time and your consideration of these comments.
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CMS-1385-P-11680

Submitter : Dr. Moirae Taylor Date: 08/29/2007
Organization:  Dr. Moirae Taylor
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dcar Ms. Norwalk:

[ am writing to cxpress my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. 1am 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 institutcd, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionately high Medicare populations.

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the 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.

My initial training was as a registered nurse. After a few years I went to graduate school and became a certified registered nurse anesthetist. At the age of 361
went back to Medical School and became an anesthesiologists. I felt that I did not have all the knowledge necessary to take care of extremely ill, complicated
paticnts as a CRNA. 1 have worked all over the state of Texas in various positions. 1, along with the rest of my profession, have become extremely disillusioned
by the stress, long hours and incrcasing acuity level of the patients under our care with decreasing reimbursement! It is the anesthesiologist who keeps patients
alive during any procedure! It is a sad state of affairs when the automobile mechanics and the cosmetic dentists make more money per unit of time than those of
us who are taking care of the elderly in this country. At the rate things are going 1 am afraid very few anesthesiologists will be around when I become a senior
citizen.

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

Thank you for your consideration of this serious matter.

Moirac Taylor, M.D.
6704 Greyhawk Circle
Plano, Texas 75024
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CMS-1385-P-11681

Submitter : Mr. Robert Shriner Date: 08/29/2007
Organization :  School City of Mishawaka
Category : Other Health Care Provider

Issue Areas/Comments
Physician Self-Referral Provisions

Physician Self-Referral Provisions

My namc is Robert Shrincr. I am an athletic trainer at Mishawaka High School in Mishawaka, Indiana. I received my MS degree from Purdue University,am
certificd by the NATA Board of Certification and licensed by the State of Indiana.

I am opposed to the therapy standards and requirements regarding staffing provisions for rehabilitation in hospitals and facilities proposed in 1385-P.

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

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

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

Sincc CMS seems to have come to these proposed changes without clinical or financial justification, 1 would strongly eneourage the CMS to consider the
recommendations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposed changces related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincerely,

Robert J. Shriner, Jr. MS ATC LAT
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CMS-1385-P-11682

Submitter : Dr. Sara Burke Date: 08/29/2007
Organization :  North Texas Anesthesia Consultants, PA
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Sample Comment Letter:

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services

Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Re: CMS-1385-P

Ancsthesia Coding (Part of 5-Year Review)

Dear Ms. Norwalk:

[ am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has
rccognized the gross undcrvaluation of ancsthesia 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
undcrvaluation of anesthesia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation. . B

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

Thank you for your consideration of this serious matter.

Page 2487 of 2934 August 302007 08:35 AM




CMS-1385-P-11683

Submitter : Dr. Jeffrey Cazier Date: 08/29/2007
Organization :  Dr. Jeffrey Cazier
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL
Re: CMS-1385-P

Anecsthesia Coding (Part of 5-Year Review)
Dear Ms. Norwalk:

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

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

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the 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. [ am pleased that the Agency accepted this recommendation in its proposed rule, and 1 support full implementation of the
RUC s recommendation.

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

Thank you for your consideration of this serious matter.

Jeff Cazier, MD
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CMS-1385-P-11684

Submitter : Dr. David Burdette Date: 08/29/2007
Organization:  Dr. David Burdette

Category : Physician

Issue Areas/Comments

Resource-Based PE RVUs

Resource-Based PE RVUs

[ 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.
This increase is long overdue. I urge this increase be adopted.
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CMS-1385-P-11685

Submitter : Katrin Pownell Date: 08/29/2007
Organization : SRNA with AANA
Category : Other Health Care Professional
Issue Areas/Comments
Background
Background

August 20, 2007

Office of the Administrator

Centers for Mcdicare & Medicaid Services

Dcpartment of Health and Human Services

P.O. Box 8018 RE: CMS 1385 P (BACKGROUND, IMPACT)
Baltimore, MD 21244 8018 ANESTHESIA SERVICES

Dcar Administrator:

As a member of the American Association of Nurse Anesthetists {AANA), 1 write to support the Centers for Medicare & Medicaid Services (CMS) proposal to
boost the value of anesthesia work by 32%. Under CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008 compared
with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to

cnsurc that Certificd Registered Nurse Anesthetists (CRNAs) as Medicare Part B providers can continue to provide Medicarc beneficiaries with access to anesthesia
scrvices. This incrcasc in Medicare payment is important for several reasons.

1 First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for anesthesia services, putting at risk the availability of anesthesia and
other healthcare services for

Medicare beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and others have demonstrated that Medicare Part B reimburses for
most services at approximately 80% of private market rates, but reimburses for anesthesia services at approximately 40% of private market rates.

1 Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B providers services had been reviewed and adjusted in previous years,
cffective January 2007. However, the value of anesthesia work was not adjusted by this process until this proposed rulc.

1 Third, CMS proposed change in the relative value of anesthesia work would help to correct the value of anesthesia services which have long slipped behind
inflationary adjustments. Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable growth rate (SGR) cut to
Mcdicarc payment, an average 12-unit anesthesia service in 2008 will be reimbursed at a rate about 17% below 2006 payment levels, and more than a third below
1992 payment levels (adjusted for inflation). America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting requiring
anesthesia scrvices, and are the predominant ancsthesia providers to rural and medically underserved America. Medicare patients and healthcare delivery in the U.S.
depend on our services. The availability of anesthesia services depends in part on fair Medicare payment for them. I support the agency s acknowledgement that
ancsthcsia payments havc becn undervalued, and its proposal to increase the valuation of ancsthesia work in a manner that boosts Medicare anesthesia payment.

Sincerely,

Katrin Powncll, SRNA
Name & Credential

818 Germain Lane
Hudson, Wl 54016
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CMS-1385-P-11686

Submitter : Dr. Antonio Chavez Date: 08/29/2007
Organization : North Texas Anesthesia Consultants, PA
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Samplc Comment Letter:

Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services

Attention: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

Rec: CMS-1385-P

Anesthesia Coding (Part of 5-Year Review)

Dcar Ms. Norwalk:

[ am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has
recognized the gross undervaluation of ancsthesia 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 anesthcsia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionately high Medicare populations.

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

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

Thank you for your considcration of this serious matter.
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CMS-1385-P-11687

Submitter : Dr. Hunter Reynolds Date: 08/29/2007
Organization :  Austin Anesthesiology Group
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslic V. Norwalk, 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
Ancsthesia 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. 1 am grateful that CMS has
rccognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician services. Today, more than a decade since the RBRV'S took effect, Medicare payment for ancsthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in 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 ensurc that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediatcly implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.
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CMS-1385-P-11688

Submitter : Dr. Donald Cochran Date: 08/29/2007
Organization :  North Texas Anesthesia Consultants
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Samplc Comment Letter:

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Mcdicare and Medicaid Services

Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Re: CMS-1385-P

Anesthesia Coding (Part of 5-Year Review)

Dear Ms. Norwalk:

I am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Sehedule. [ am grateful that CMS has
rccognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this eomplicated 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 deeade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionately high Medicare populations.

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

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

Thank you for your considcration of this serious matter.
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CMS-1385-P-11689

Submitter : Mr. Kenneth Schields Date: 08/29/2007
Organization:  Independent Health Care Consultant / Author
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL

I am an athletic trainer with over forty years of experience, the last twenty-two serving multiple roles (primarily administrative and business development)in
outpatient and inpatient rehabilitation services.

T am writing this letter in response to the proposal Docket ID CMS-1385-P which will limit rehabilitation service providers in hospital outpatient clinics and
rchabilitation facilities, specifically licensed athletic trainers.

The question is why is Medicare restricting access of Medicare recipients to degreed professionals who are licensed and/or registered in most states.

As with all other medical professionals, practice parameters for athletic trainers have been established by legislation that has led to guidelines for patient care and
trcatment. This alone scts the statute/Icgal guidelines for appropriate treatment of appropriatc patients.

It is morc than cvident that thosc opposing Medicare reimbursement for athletic training services are doing so only to protect their turf and, of course, income.
This is a special intercst issue as opposed to a sound clinical issue. Additionally, the rhetorical issue of safety for Medicare recipients is absurd and without either

merit or cvidence bascd rescarch.

As a soon to bc Mcdicare recipient, [ want my choice. I want the best qualified individual for my specific condition and to insure a return to a lifestyle
commensurate with aging in this century, not the 1950s.

Since cost is issue (openly stated or not), please look to other areas to lower Medicare costs. Fraud and abuse remain rampant and relatively unabated. The big
cases makce the news. The relatively low dollar amount cases go unchecked or arc simple ignored. Attack the problem of cost, fraud and abuse, not turf or
unsupported issues of appropriate care or safety.

Thank you for your consideration.

Ken Schiclds, LAT, ATC
Author, Unmanaged Carc, lils of The American Health Care System
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CMS-1385-P-11690

Submiitter : Dr. William G. Davis Date: 08/29/2007

Organization : North Texas Anesthesia Consultants, PA
Category : Physician
Issue Areas/Comments

GENERAL

GENERAL

Sample Comment Letter:

Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services

Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Re: CMS-1385-P

Anesthesia Coding (Part of 5-Year Review)

Dcar Ms. Norwalk:

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

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician services. Today, more than a decade 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 cnsure that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediately implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.
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CMS-1385-P-11691

Submitter : Dr. Jay D. Gottesman Date: 08/29/2007
Organization:  Dr. Jay D. Gottesman
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

Ccnters for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

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

Dcar Ms. Norwalk:

[ am writing to cxpress my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has
recognized the gross undervaluation of 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.

Jay D. Gottesman, M.D,
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CMS-1385-P-11692

Submitter : Dr. John DePasse Date: 08/29/2007
Organization :  North Texas Anesthesia Consultants
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Sample Comment Letter:

Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services

Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Re: CMS-1385-P

Anesthesia Coding (Part of 5-Year Review)

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
rccognized the gross undervaluation of anesthesia scrvices, 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 immcdiately implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.
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CMS-1385-P-11693

Submitter : Dr. David Downing Date: 08/29/2007
Organization:  North Texas Anesthesia Consultants
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Sample Comment Lettcr;

Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Scrvices

Attention: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

Rec: CMS-1385-P

Ancsthesia Coding (Part of 5-Year Revicw)

Dcar Ms. Norwalk:

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

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

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

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

Thank you for your consideration of this serious matter.
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CMS-1385-P-11694

Submitter : Dr. Marcus Kwan Date: 08/29/2007
Organization:  Marcus R. Kwan, MD Inc
Category : Physician

Issue Areas/Comments

Geographic Practice Cost Indices
(GPCIs)

Geographic Practice Cost Indices (GPCls)

After ten years of under payment because of CMS's inaccuracy or error in holding Santa Cruz County within Locality 99 and essentially ten years of over payment
to the physicians in Locality 99 with lower cost of care GCPIs; it is time for the Dept of Health and Human Services as CMS to remove Santa Cruz County from
locality 99.

There has never been a justification for keeping Santa Cruz within Locality 99 except that the remaining counties would receive less money. An amount of money
that the formula says that they should receive.

There arc multiple other federal programs which support rural or less serveced counties, the GPCI formula should not be used for this purpose as it was designed
to give cveryone their fair and calculated cost return for providing the care in their particular locality.

1 personally favor option 3 if it can be modified to conform to the recommendation of the GAO report, because the entire central coast of California would be
corrected not just Santa Cruz. -

Thank you for taking action now!

Marcus Kwan, MD
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CMS-1385-P-11695

Submitter : Ms. Andrea Nelson Date: 08/29/2007
Organization :  Alexandria Orthopaedic Associates
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL

Dear Sir or Madam:

I am currently a Certified Athletic Trainer working in the role of a physcian extender for an orthopadic clinic. My job roles include application of casts & braces,
postop care, suture removal, wound checks, and assisting the surgeons with various procedures. I feel that my Bachelors Degree in Athletic Training did a great
job at preparing me for this position, and passing my national certification exam reflects that.

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

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

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

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

Since CMS seems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
rccommendations of those professionals that are tasked with overseeing the day-to-day health eare needs of their patients. I respectfully request that you withdraw
the proposcd changcs related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sinccrely,

Andrea Nelson, ATC
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CMS-1385-P-11696

Submitter : Mr. Gregg Farnam Date: 08/29/2007
Organization :  Minnesota Timberwolves
Category : Health Care Professional or Association

Issue Areas/Comments
GENERAL

GENERAL
Sce Attachment

CMS-1385-P-11696-Attach-1.DOC

CMS-1385-P-11696-Attach-2.DOC
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Dear Sir or Madam:

Hello, my name is Gregg Farnam and I am the Head Athletic Trainer for the Minnesota
Timberwolves of the National Basketball Association (NBA). I completed my bachelor’s
degree at St. Cloud State University in St. Cloud, Minnesota, in the spring of 1997. 1
then received my master’s degree in exercise science and health promotions from
California University of Pennsylvania in 2004.

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

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

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

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

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

Sincerely,

Gregg Farnam, ATC, CES-NASM




CMS-1385-P-11697

Submitter : Dr. Jeff Elmore Date: 08/29/2007
Organization:  North Texas Anesthesia Consultants
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Samplc Comment Letter:

Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services

Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Rec: CMS-1385-P

Ancsthesia Coding (Part of 5-Ycar 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 undervaluation of anesthesia work compared to
other physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionately high Medicare populations.

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the 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. Iam pleased that the Agency accepted this recommendation in its proposed rule, and 1 support full implementation of the
RUC s recommendation.

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

Thank you for your considcration of this serious matter.
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CMS-1385-P-11698

Submitter : Ms. Doris Schneller, CRNA, MS Date: 08/29/2007
Organization : Ms. Doris Schneller, CRNA, MS
Category : Other Health Care Provider
Issue Areas/Comments
GENERAL
GENERAL

Please support this bill, all patients deserve quality anesthesia care, and all anesthesia providers deserve adequate compensation and deserve to not have to worry
about giving a "too expensive" anesthetic.
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CMS-1385-P-11699

Submitter : Dr. George Erdman Date: 08/29/2007
Organization :  North Texas Anesthesia Consultants
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Sample Comment Letter:

Lecslie V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services

Attention: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

Re: CMS-1385-P

Ancsthesia Coding (Part of 5-Ycar Review)

Dcar Ms. Norwalk:

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

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

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

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

Thank you for your considcration of this serious matter,
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CMS-1385-P-11700

Submitter : Dr. Chitra Fine Date: 08/29/2007
Organization:  North Texas Anesthesia Consultants
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Sample Comment Letter:

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Medicarc and Medicaid Services

Attention: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

Rc: CMS-1385-P

Anesthesia Coding (Part of 5-Year Review)

Dcar Ms. Norwalk:

[ am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has
rccognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this 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. Iam pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

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

Thank you for your consideration of this serious matter.
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CMS-1385-P-11701

Submitter : Dr. Daniel Karin Date: 08/29/2007
Organization :  North Texas Anesthesia Consultants
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Sample Comment Letter:
Leslic V. Norwalk, Esq.
Acting Administrator
Centers for Medicarc and Mcdicaid Services
Attention: CMS-1385-P
P.O. Box 8018
Baltimorc, MD 21244-8018
Rc: CMS-1385-P
Ancsthesia Coding (Part of 5-Year Review)
Dcar Ms. Norwalk:

- I am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has
rccognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.
When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionately high Medicare populations.
In an cffort to rectify this untenable situation, the RUC recommended that CMS 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 ancsthesia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.
To cnsurc that our paticnts have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediatcly implcmenting the anesthesia conversion factor increase as recommended by the RUC.
Thank you for your consideration of this serious matter.
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CMS-1385-P-11702

Submitter : Mr. Dennis Conroy Date: 08/29/2007
Organization :  Mr. Dennis Conroy
Category : Other Health Care Professional

Issue Areas/Comments
GENERAL
GENERAL

Plcasc do not degrade the level of health care any further. Pass the bill to raise the level of reimbursement to anesthesia services.

Thank you
Dennis Conroy

CMS-1385-P-11702-Attach-1.DOC
CMS-1385-P-11702-Attach-2.DOC

CMS-1385-P-11702-Attach-3.DOC

CMS-1385-P-11702-Attach-4.RTF
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August 20, 2007

Office of the Administrator

Centers for Medicare & Medicaid Services

Department of Health and Human Services

P.O.Box 8018 RE: CMS-1385-P (BACKGROUND, IMPACT)

Baltimore, MD 21244-8018 ANESTHESIA SERVICES

Dear Administrator:

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

for Medicare & Medicaid Services (CMS) proposal to boost the value of anesthesia work by 32%.
Under

CMS’ proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in
2008

compared with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS’ proposal would help
to

ensure that Certified Registered Nurse Anesthetists (CRNAs) as Medicare Part B providers can
continue

to provide Medicare beneficiaries with access to anesthesia services.

This increase in Medicare payment is important for several reasons.

First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for
anesthesia services, putting at risk the availability of anesthesia and other healthcare services for
Medicare beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and
others have demonstrated that Medicare Part B reimburses for most services at approximately
80% of private market rates, but reimburses for anesthesia services at approximately 40 % of
private market rates.

Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B
providers’ services had been reviewed and adjusted in previous years, effective January 2007.
However, the value of anesthesia work was not adjusted by this process until this proposed rule.

Third, CMS’ proposed change in the relative value of anesthesia work would help to correct the
value of anesthesia services which have long slipped behind inflationary adjustments.
Additionally, if CMS’ proposed change is not enacted and if Congress fails to reverse the 10%
sustainable
growth rate (SGR) cut to Medicare payment, an average 12-unit anesthesia service in 2008 will
be
reimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992
payment
levels (adjusted for inflation).

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

requiring anesthesia services, and are the predominant anesthesia providers to rural and medically
underserved America. Medicare patients and healthcare delivery in the U.S. depend on our
services. The

availability of anesthesia services depends in part on fair Medicare payment for them. I support
the

agency’s acknowledgement that anesthesia payments have been undervalued, and its proposal to
increase

the valuation of anesthesia work in a manner that boosts Medicare anesthesia payment.
Sincerely,

Mr Dennis Conroy CRNA
Name & Credential

411 Montross Ct




Address

Chesapeake VA 23323
City, State ZIP




CMS-1385-P-11703

Submitter : Dr. Michelle DeLemos Date: 08/29/2007
Organization :  Stony Brook Univerosty Medical Center
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Re: CMS-1385-P
Ancsthesia 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 Physieian Fee Schedule. 1 am grateful that CMS has
recognized the gross undcrvaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for 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 serviees 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 cnsurc that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediately implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your considcration of this serious matter.
- Sincerely,

Michelle Delemos, MD.

Assistant Profcssor

Stony Brook University Medical Center
Stony Brook, NY 11794
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CMS-1385-P-11704

Submitter : Dr. Chinubhai Patel Date: 08/29/2007
Organization:  Prefered Anesthesia Consultants
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Sémple Comment Letter:

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Mcdicarc and Mcdicaid Services
Attcntion: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

Re: CMS-1385-P
Ancsthesia 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. 1am grateful that CMS has
rccognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

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

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

To cnsurc that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal 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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CMS-1385-P-11705

Submitter ; Dr. Elon Mehr Date: 08/29/2007
Organization:  North Texas Anesthesia Consultants
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Samplc Comment Letter:

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Mcdicarc and Medicaid Services

Attention: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

Rec: CMS-1385-P

Anesthesia Coding (Part of 5-Year Review)

Dear Ms. Norwalk:

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

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

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

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

Thank you for your consideration of this scrious matter.
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CMS-1385-P-11706

Submitter : Dr. Paul Morrow Date: 08/29/2007
Organization :  North Texas Anesthesia Consultants
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Sample Comment Letter:

Leslic V. Norwalk, Esq.

Acting Administrator

Centcers for Medicare and Medicaid Services

Attention: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

Rc: CMS-1385-P

Ancsthesia Coding (Part of 5-Year Review)

Dcar Ms. Norwalk:

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

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

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

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

Thank you for your consideration of this serious matter.
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CMS-1385-P-11707

Submitter : Dr. Joshua Greenspan Date: 08/29/2007
Organization :  PainClinics In¢

Category : Physician

Issue Areas/Comments

Payment For Procedures And
Services Provided In ASCs

Payment For Procedures And Services Provided In ASCs

To whom it may conccrn.

I am a fcllowship traincd, board certificd Pain specialist. I was previously a Program Director of a ACGME Accredited Pain Management Fellowship so I know
the diffcrence proper training makes. Lumping me and my similarly trained colleagues into the same category as others who lack our training and expertise is not
fair. My practicc offcrs a comprehcensive approach to chronic pain which includes injections, medications, physical therapy, acupuncture, nutrition, massage

thcrapy, and psychotherapy. As such the overhead for my practice is higher than someone who calls themselvcs a "Pain Doctor" who performs injection procedures
in somcone clsc's facility. These "wannabe's" just don't meet the quality of care and expertise someone like myself offers.

Your proposal of lumping everyone who performs these procedures is unrealistic. This whole thing is being driven by the economics. The American population is
ageing and with age comes chronic pain. Pain Management is a bonafide subspecialty in medicine. It's not the kind of work you take a weekend course in and go
out there and hang up your shingle.

I want to be recognized as "09" as an acknowledgement of the extra training and expertise I have acquired that separates me from the wannabe's. My overhead is
higher and so I need to be compensated more for my services. If you continue to reduee my reimbursement for my services, I'll be forced to stop offering them to

your beneficiarics. Others like myself across America are already following suit.

I understand your wanting to save money. But forcing your beneficiaries to receive inferior care from inferiorly trained wannabe's is penny-wise and pound-
foolish. The United States is a first world nation, not a third world nation.

Thank you for your attention.
Sincerely,

Joshua Greenspan M.D.
Mcdical Dircctor, PainClinics Inc.
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CMS-1385-P-11708

Submitter : Dr. Frank Schabel Date: 08/29/2007
Organization : Roper Hospital
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

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
rccognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

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

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

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

Thank you for your consideration of this serious matter.
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CMS-1385-P-11709

Submitter : Dr. Mark Racassi Date: 08/29/2007
Organization : North Texas Anesthesia Consultants
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Sample Comment Letter:

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Mcdicare and Medicaid Scrvices

Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Rc: CMS-1385-P

Anesthesia Coding (Part of 5-Year Review)

Dear Ms. Norwalk:

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

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

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

Thank you for your consideration of this serious matter.
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CMS-1385-P-11710

Submitter : Dr. Chance Juenger Date: 08/29/2007
Organization:  ASA
Category : Health Care Professional or Association

Issue Areas/Comments
GENERAL
GENERAL

Dear Ms. Norwalk
[ am writin to strongly support the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. [ feel we have long been under valued in our
services and yet we have been held hostage by hospitals and surgeons who demand we accept medicare patients. These other parties have found medicare

reimbursment profitable while anesthesia fees frequently don't cover the cost of a crna. This has meant the we care for and take responsability for medicare patients
without any compensation.

Thank you for your consideration in this matter.

Sincerly
Chance Juenger M.D.
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CMS-1385-P-11711

Submitter : Mrs. Megan Schneider Date: 08/29/2007
Organization :  The Dalton School
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL

Dcar Sir or Madam:

My namc is Mcg Schneider and 1 am a certified Athletic Trainer for the Dalton School in New York, NY. | have a bachelor's degree in sports medicine and I have
a master's degrec in excrcisc physiology. 1 cover the medical coverage for all high school athletes at my school and work very closely with other ATC's who work
for high schools through hospitals. My school is fortunate enough to afford an ATC directly through the school. Othcr schools may not have that luxury and hire
ATC's through a hospital or clinical setting. If thesc ATC's were not available, this would be a great disservice to all high school athletes.

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

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

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

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

Since CMS seems to have come to these proposed changes without clinical or financial justification, 1 would strongly encourage the CMS to consider the
recommendations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposed changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincerely,

Mcgan Schneider, MS, ATC
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CMS-1385-P-11712

Submitter : Dr. Edward Santos Date: 08/29/2007
Organization : Galesburg Pathology Group, S.C.
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

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. | practice in [includc city, state of your primary practice area) as part of [include a description of your pathology practice, whether you are a solo
practitioncr or part of a 5-membcr pathology group and whether you operate an independent laboratory or practice in a hospital or other setting.]

1 applaud CMS for undcrtaking this important initiative to end self-referral abuses in the billing and payment for pathology services. 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
arrangcments are an abuse of the Stark law prohibition against physician self-referrals and 1 support revisions to close the loopholes that allow physicians to profit
from pathology serviccs.

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

Opponcnts to thesc proposed changes assert that their captive pathology arrangements enhance patient care. I agree that the Medicare program should ensure that
providers furnish care in the best interests of their patients, and, restrictions on physician self-referrals are an imperative program safeguard to ensure that clinical
dccisions arc detcrmined solely on the basis of quality. The proposed changes do not impact the availability or delivery of pathology services and are designed
only to removc the financial conflict of interest that compromises the integrity of the Medieare program.
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CMS-1385-P-11713

Submitter : Dr. William Van De Graaf Date: 08/29/2007
Organization : Capitol Anesthesiology Association
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

Cecnters for Medicarc and Mcdicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

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

Dcar Ms. Norwalk:

[ am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. | 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
undcrvaluation of anesthesia services. [ am pleased that the Agency accepted this recommendation in its proposed rule, and 1 support full implementation of the
RUC s recommendation.

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

Thank you for your consideration of this serious matter.

Sinccrely,

William C. Van D¢ Graaf, MD
Capitol Ancsthesiology Association

3705 Medical Parkway, Suite 570
Austin, Texas 78705
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CMS-1385-P-11714

Submitter : Mr. Fikre Wondafrash Date: 08/29/2007
Organization:  Intermountain Health Care

Category : Other Practitioner

Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions

Dcar Sir or Madam:

My namc is Fikre Wondafrash and 1 am a certified athletic trainer, employed by the Intermountain Healthcare Hospital in state of Utah. 1 provide athletic training
scrvices for the US Spcedskating National Team.

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

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

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

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerncd with the hcalth of Amcricans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rchabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available.

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

Sincerely,

Fikre Wondafrash MS,ATC

Head Athletic Trainer
US Spcedskating Sprint National Team
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CMS-1385-P-11715

Submitter : Dr. Barbara Rosenblatt Date: 08/29/2007
Organization : North Texas Anesthesia Consultants
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Samplc Comment Letter:

Leslic V. Norwalk, Esq.

Acting Administrator

Centcrs for Medicare and Medicaid Services

Attcntion: CMS-1385-P

P.O.Box 8018

Baltimorc, MD 21244-8018

Rc: CMS-1385-P

Anesthesia Coding (Part of 5-Ycar 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. 1am grateful that CMS has
rccognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

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

In an effort to 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.
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CMS-1385-P-11716

Submitter : Dr. Brian Rudman Date: 08/29/2007
Organization : North Texas Anesthesia Consultants
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Sample Comment Letter:

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services

Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Re: CMS-1385-P

Ancsthesia 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. 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 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 Medicarc populations.

In an cffort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undcrvaluation of ancsthesia services. [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 immediatcly implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.
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CMS-1385-P-11717

Submitter : Dr. Shanon Schwimmer Date: 08/29/2007
Organization : North Texas Anesthesia Consultants
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Sample Comment Lctter:

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Mcdicarc and Medicaid Services

Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 2]244-8018

Re: CMS-1385-P

Ancsthesia 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. 1am grateful that CMS has
rccognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

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

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

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

Thank you for your consideration of this serious matter.
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CMS-1385-P-11718

Submitter : Dr. Richard Sims Date: 08/29/2007
Organization:  North Texas Anesthesia Consultants
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Samplc Comment Letter:

Leslic V. Norwalk, Esq.

Aecting Administrator

Centers for Medicare and Medicaid Services

Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Re: CMS-1385-P

Anesthesia Coding (Part of 5-Year Review)

Dcar Ms. Norwalk:

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

When thc RBRVS was 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 anesthesiologsts are being forced away from
arcas with disproportionately high Medicare populations.

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

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

Thank you for your consideration of this serious matter.
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CMS-1385-P-11719

Submitter : Mr. Tony Walther Date: 08/29/2007
Organization:  Corban College
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL

Dear Sir or Madam:

My name is Tony Walther and | am the Assistant Athletic Trainer at Corban College. | graduated from George Fox University in 2005 with my undergraduate
degrec in Athlctic Training, after which 1 sat for my certification exam. [ became certified in the summer of 2005 and subsequently began working at Corban
Collcge in the fall. | am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in
hospitals and facilities proposed in 1385-P.

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

As an athictic traincr, 1 am qualificd to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical cxpcrience, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed
mc qualified to perform these services and these proposed regulations attempt to circumvent those standards.

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

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

Sincerely,

Tony Walther, ATC, BS

Corban College
Assisant Athlctic Trainer
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CMS-1385-P-11720

Submitter : Dr. Shawn Slyka Date: 08/29/2007
Organization :  North Texas Anesthesia Consultants
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Samplc Comment Lettcr:

Leslic V. Norwalk, Esq.

Acting Administrator

Centcrs for Mcdicare and Medicaid Services

Attention: CMS-1385-p

P.O. Box 8018

Baltimore, MD 21244-8018

Re: CMS-1385-P

Anesthesia Coding (Part of 5-Year Review)

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

in an effort to rectify this untenable situation, the RUC recommended that CMS increase the 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.
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CMS-1385-P-11721

Submitter : Dr. Judy Wood Date: 08/29/2007
Organization : North Texas Anesthesia Consultants
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Sample Comment Letter:

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Scrvices

Attention: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

Rec: CMS-1385-P

Ancsthesia Coding (Part of 5-Year Review)

Dcar Ms. Norwatk:

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

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician scrvices. 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
arcas with disproportionatcly high Medicare populations.

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

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

Thank you for your consideration of this serious matter.
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CMS-1385-P-11722

Submitter : Dr. Jeffrey Stone Date: 08/29/2007
Organization :  North Texas Anesthesia Consultants
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Samplc Comment Letter:

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Medicarc and Mcdicaid Services

Attention: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

Rec: CMS-1385-P

Anesthesia Coding (Part of 5-Year Review)

Dear Ms. Norwalk:

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

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

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

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

Thank you for your consideration of this serious matter.
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CMS-1385-P-11723

Submitter : Dr. Mark Daniels Date: 08/29/2007
Organization:  DuPage Medical Group
Category : Physician
Issue Areas/Comments
Proposed Elimination of Exemption
for Computer-Generated
Facsimiles
Proposed Elimination of Exemption for Computer-Generated Facsimiles
To Whom It May Concern:

1 am writing on behalf of DuPage Medical Group, Ltd a 250 physician-owned multi-specialty group with 34 office sites in DuPage, Will and Kane Counties in
1llinois. Currently we care for about 25% of all DuPage County residents. We provide over one million patient visits on an annual basis.

Recently we began our implemcentation of an electronic medical record and fully intend to implement an ¢ prescribing solution. While we support the mandate to
makc clectronic prescriptions the standard for the country, we believe that the January 2009 date is too soon. This date would place an undue hardship on
providers likc us who are still planning for and implementing an EMR system with all of its functionality. Additionally since the facsimile solution would not

be a viablc interim solution for us, it would further delay our ability to provide our patients with the convenience of electronically delivered prescriptions, since we
would have to wait until our e-prescribing functionality was fully operational. We are also concerned that the elimination of the facsimile solution means that it
cannot be used as a back-up in the event that the e-prescrbing system is not functioning. We believe that computer-generated faxing should still be allowed, even
after the final ePrescribing requirement date, in the event of a system failure.

Thank you for your consideration of thesc comments. Please feel free to contact me if you have any questions regarding this matter. I can be reached at 630-942-
7962. My cmail address is mark.daniels@dupagemd.com

Sincercly,

Mark Daniels, MD
President, DuPage Medical Group
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Submitter : Dr. Hebert Story Date: 08/29/2007

Organization : North Texas Anesthesia Consultants
Category : Physician
Issue Areas/Comments

GENERAL

GENERAL

Samplc Comment Letter:

Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Medicarc and Medicaid Services

Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Re: CMS-1385-P

Anesthesia Coding (Part of 5-Year Review)

Dear Ms. Norwalk:

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

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

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

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

Thank you for your consideration of this serious matter.
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Sce attached Word document with Dr. Murakawa's comment letter.

CMS-1385-P-11725-Attach-1.DOC

CMS-1385-P-11725

Page 2530 of 2934

Date: 08/29/2007

August

302007 08:35 AM




# 72T

SOMERS _ENTRE

August 28, 2007

Centers for Medicare & Medicaid Services
Department of Health and Human Services
Attention: CMS-1385-P

Mail Stop C4-26-05

7500 Security Boulevard

Baltimore, MD 21244-1850

RE: Resource-based PE RV Us for photopheresis (CPT 36522)

For my treatment-refractory cutaneous T-cell lymphoma patients with serious debilitating skin
manifestations, extracorporeal photopheresis therapy is highly effective, and enables the patient to
return to a more normal, productive life.

Unfortunately, because of the current and proposed reimbursement rates, [ continue to be unable to
treat these patients in my office, despite the fact that it is more convenient and poses less risk for
infection than in a hospital setting. The direct cost for disposable supplies and drugs used for each
procedure is more than $1,200; the cost of the procedural kit alone is $1,100. Add to this the cost
for a nurse specialist to administer this 3 %- to 4-hour procedure, and I am faced with the fact that
that the current practice expense reimbursement of about $1,320 scarcely covers my direct cost
only. There is no compensation for any overhead costs, which include not only office overhead but
equipment service costs and the requirement to purchase a back-up photopheresis machine. At the
proposed 37 RVUs for practice expense, I could provide this service only at a substantial loss.

Currently, there are only two hospitals that offer photopheresis therapy that I can refer my patients
to; both of these hospitals are in the city of Detroit, a minimum of 20 miles for those patients in the
closer surrounding suburbs. This creates a significant added burden for patients who require
periodic scheduled treatments, who must travel many miles, especially older patients not familiar
with the area.

By encouraging physicians to provide photopheresis in their offices, not only would the quality of
the patient experience be greatly improved, I assume that Medicare expenses would very likely be
reduced as opposed to the hospital-based treatment setting. Therefore, CMS needs to significantly
increase the valuation or reimbursement of photopheresis to make it feasible to offer this important
treatment in a physician office or clinic.

If you have any questions regarding this important subject, please do not hesitate to contact me.

Sincerely,

George J. Murakawa, M.D., Ph.D.

George J. Murakawa, MD, PhDd
255 Kirts Blvd, Suite 100 @ Troy, MI 48084
Otfice (248) 244-8448 @ ax (248) 2443766
www.sonierseiskincentre.com
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Submitter : Dr. Herbert Brown Date: 08/29/2007
Organization :  North Texas Anesthesia Consultants
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Sample Comment Letter:

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Mcdicare and Medicaid Services

Attention: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

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

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

Thank you for your consideration of this serious matter.
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Submitter : Dr. Erin Sendelweck Temple Date: 08/29/2007
Organization : Dr. Erin Sendelweck Temple
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dcar Ms. Norwalk:

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

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician services. Today, more than a decade 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 disproportionatcly high Medicare populations.

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

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

Thank you for your consideration of this serious matter.

Sincerely,
Erin Sendclweck Temple, M.D.
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Submitter : Dr. Jonathon Steubing Date: 08/29/2007
Organization :  North Texas Anesthesia Consultants
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Samplc Comment Letter:

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services

Attention: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

Re: CMS-1385-P

Anesthesia Coding (Part of 5-Year Review)

Dcar Ms. Norwalk:

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

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 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 [ 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 considcration of this serious matter.
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Submitter : Dr. Bertrand Brown Date: 08/29/2007
Organization : North Texas Anesthesia Consultants
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Samplc Comment Letter:

Lcslic V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services

Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Re: CMS-1385-P

Anesthcsia Coding (Part of 5-Year Review)

Dcar Ms. Norwalk:

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

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

[n an effort to 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 recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

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

Thank you for your consideration of this serious matter.
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Submitter : Dr. Leslie Wayne Date: 08/29/2007
Organization:  North Texas Anesthesia Consultants
~ Category : Physician
Issue Areas/Comments
GENERAL .
GENERAL

Samplc Comment Letter:

Lcslic V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services

Attcntion: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Re: CMS-1385-P

Ancsthcsia Coding (Part of 5-Year Review)

Dear Ms. Norwalk:

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

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

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

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

Thank you for your consideration of this serious matter.
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Submitter : Dr. Roald Shamaskin Date: 08/29/2007
Organization :  West End Anesthesia Group
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 21244-8018

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

Dcar Ms. Norwalk:

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

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician services. Today, more than a deeade since the RBRVS took effect, Medicare payment for anesthesia serviees 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 pereent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undervaluation of anesthesia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and 1 support full implementation of the
RUC s recommendation.

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

Thank you for your consideration of this serious matter.

Ronald Shamaskin, MD, DDS
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Submitter : Mr. Robert Ladd Date: 08/29/2007
Organization:  American Association of Nurse Anesthetists
Category : Other Health Care Professional
Issue Areas/Comments
Background
Background

Dcar Administrator:

As a member of the American Association of Nurse Anesthetists (AANA), 1 write to support the Centers for Medicare & Medicaid Services (CMS) proposal to
boost the value of anesthesia work by 32%. Under

CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008 compared with current levels. (72 FR 38122, 7/12/2007) If
adopted, CMS proposal would help to ensure that Certified Registered Nurse Anesthetists (CRNAs) as Medicare Part B providers can continue to provide
Mcdicarc bencficiaries with access to anesthesia services. ‘

This incrcasc in Medicare payment is important for several reasons.

1 First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for anesthesia services, putting at risk the availability of anesthesia and
other healthcare scrvices for

Mecdicare beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and others have demonstrated that Medicare Part B reimburses for
most services at approximately 80% of private market rates, but reimburses for anesthesia services at approximately 40% of

private market ratcs.

Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B providers services had been reviewed and adjusted in previous years,
cffective January 2007.

However, the valuc of anesthesia work was not adjusted by this process until this proposed rule.

Third, CMS proposed change in the relative value of anesthesia work would help to correct the value of anesthesia services which have long slipped behind
inflationary adjustments.

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable growth rate (SGR) cut to Medicare payment, an average
12-unit ancsthesia service in 2008 will be .

reimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment levels (adjusted for inflation).

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting requiring anesthesia services, and are the predominant
anesthesia providers to rural and medically underserved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The availability of
anesthesia services depends in part on fair Medicare payment for them. [ support the agency s acknowledgement that anesthesia payments have been undervalued,
and its proposal to increase the valuation of anesthesia work in a manner that boosts Medicare anesthesia payment.

Sincerely,

MAJ Robert Ladd CRNA

108 Daneswood Ct

Radcliff, KY 40160
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Submitter : Mr. Garrel Kinzler Date: 08/29/2007
Organization : AANA
Category : Other Health Care Professional
Issue Areas/Comments
Background
Background
Ms. Leslie Norwalk, JD
Acting Administrator

Ccnters for Medicare & Medicaid Services

Dcpartment of Health and Human Services

P.O. Box 8018 RE: CMS 1385 P (BACKGROUND, IMPACT)
Baltimore, MD 21244 8018 ANESTHESIA SERVICES

Dcar Ms. Norwalk:

As a member of the American Association of Nurse Anesthetists (AANA), I write to support the Centers for Medicare & Medicaid Services (CMS) proposat to
boost the value of anesthesia work by 32%. Under CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008 compared
with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to ensure that Certified Registered Nurse Anesthetists (CRNAs) as
Medicarc Part B providers can continue to provide Medicare beneficiaries with access to anesthesia services.

This increasc in Medicare payment is important for several reasons.

? First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for anesthesia services, putting at risk the availability of anesthesia and
other healthcare services for Medicare beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and others have demonstrated that
Mcdicarc Part B reimburses for most services at approximately 80% of private market rates, but reimburses for anesthesia services at approximately 40% of private
markct rates.

? Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B providers services had been reviewed and adjusted in previous years,
cffectivc January 2007. However, the value of anesthesia work was not adjusted by this process until this proposed rule.

? Third, CMS proposed change in the relative value of anesthesia work would help to correct the value of anesthesia services which have long slipped behind
inflationary adjustments.

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable growth rate (SGR) cut to Medicare payment, an average
12-unit ancsthesia scrvice in 2008 will be reimbursed at a rate about 17% below 2006 payment lcvels, and more than a third below 1992 payment levcls (adjusted
for inflation).

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting requiring anesthesia services, and are the predominant
ancsthesia providers to rural and medically underserved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The availability of
anesthesia services depends in part on fair Medicare payment for them. I support the agency s acknowledgement that anesthesia payments have been undervalued,
and its proposal to increase the valuation of anesthesia work in a manner that boosts Medicare anesthesia payment.

Sincerely,

Garrel C. Kinzlcr SRNA
906 N 5th St.

Grand Forks, ND 58203
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Submitter : Dr. Roald Shamaskin Date: 08/29/2007
Organization:  West End Anesthesia Group

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 21244-8018

Rc: CMS-1385-P
Anesthcsia Coding (Part of 5-Ycar Review)

Dcar Ms. Norwalk:

I 'am writing to cxpress my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has
recognizcd 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 cffort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undervaluation of anesthesia services. [ am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To cnsurc that our patients havc 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.

Ronald Shamaskin, MD, DDS
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Submitter : Dr. David Reeder Date: 08/29/2007
Organization :  Wenatchee Anesthesia Associates

Category : Physician

Issue Areas/Comments

GENERAL

GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Mcdicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

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

Dcar Ms. Norwalk:

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
rccognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

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

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. I1am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

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

Thank you for your consideration of this serious matter.
David Reeder, M.D.

Wenatchee Anesthesia Associates
Wecnatchee, Washington, 98801
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Submitter : Mr. Steven Swanson Date: 08/29/2007
Organization:  Mr. Steven Swanson
Category : Nurse Practitioner

Issue Areas/Comments
Background

Background

Dear Administrator-

As a CRNA working in a small rural hospital serving the 2 poorest counties in Colorado- I write urging you to support the CMS proposal to boost the valuc of
anesthesia work by 32%(72 FR 38122,7/12/2007)

It's passage will enable us as medicare part B providers to recruit and sustain anesthesia services for many of rural Colorado's poorest and underserved patients.
Thanks in advance for your consideration of this issue of utmost importance to the patients of rural underserved America. We will be contacting our hometown
sons Scnator Salazar and his brother Representative Salazar seeking their continued support with this issue as well. Again Sineere Thanks- Steven Swanson
CRNA Monte Vista CO
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Submitter : jerold blatt Date: 08/29/2007
Organization : jerold blatt

Category : Individual

Issue Areas/Comments

GENERAL

GENERAL

How can you expect a doctor of chiropractic to properly assess a patient's spine, especially if elderly, without adequate x-rays. If an orthopedist saw a patient
with low back pain and did not x-ray the patient, he would be accused of malpractice. This policy of not honoring x-rays taken or ordered by a Chiropractor who
has been well-trained in x-ray taking and reading is blatant discrimination!! The ones to suffer by it are the unsuspecting patients. Disgraceful. What bozo
introduced this bill?
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Submitter : Mr. Raymond Alonge Date: 08/29/2007
Organization:  American Association of Nurse Anesthetists
Category : Other Health Care Professional
Issue Areas/Comments
Background
Background

August 20, 2007

Office of the Administrator

Centers for Medicare & Medicaid Services

Department of Health and Human Services

P.O. Box 8018 RE: CMS 1385 P (BACKGROUND, IMPACT)
Baltimore, MD 21244 8018 ANESTHESIA SERVICES

Dcar Administrator:

As a member of the American Association of Nurse Anesthetists (AANA), 1 write to support the Centers for Medicare & Medicaid Services (CMS) proposal to
boost the value of anesthesia work by 32%. Under CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008 compared
with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to ensure that Certified Registered Nurse Anesthetists (CRNAs) as Medicare
Part B providcrs can continue to provide Mcdicare beneficiaries with access to anesthesia services. This increase in Medicare payment is important for several
rcasons.

1 First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for anesthesia services, putting at risk the availability of anesthesia and
other healthcarc services for Medicare beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and others have demonstrated that
Mcdicarc Part B rcimburses for most services at approximately 80% of private market rates, but reimburses for anesthesia services at approximately 40% of private
markct rates.

1 Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B providers services had been reviewed and adjusted in previous years,
effective January 2007.
However, the valuc of anesthesia work was not adjusted by this process until this proposed rule.

1 Third, CMS proposed change in the relative value of anesthesia work would help to correct the value of anesthesia services which have long slipped behind
inflationary adjustments. Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable growth rate (SGR) cut to
Medicare payment, an average 12-unit anesthesia service in 2008 will be reimbursed at a rate about 17% below 2006 payment levels, and more than a third below
1992 payment levels (adjusted for inflation). Americas 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting requiring
anesthesia services, and are the predominant anesthesia providers to rural and medically underserved America. Medicare patients and healthcare delivery in the U.S.
depend on our services. The availability of anesthesia services depends in part on fair Medicare payment for them. I support the agencys acknowledgement that
anesthesia payments have been undervalued, and its proposal to increase the valuation of anesthesia work in a manner that boosts Medicare anesthesia payment.

Sincerely,
Raymond Alonge, CR.N.A., M.S.N

5933 Riley Road
Ooltewah, TN 37363
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Submitter : Dr. Thomas Gunning Date: 08/29/2007
Organization :  Dr. Thomas Gunning
Category : Physician

Issue Areas/Comments
GENERAL
GENERAL

My Subaru dealership charges me more per hour to work on an inanimate car than Medicare pays me (an anesthesiologist) to care for live (and often very ill)
peoplc. THAT'S NOT RIGHT.

Following is a joke circulating the internet. I think the explanation is clear:

--- Original Message -----
Subjcct: Funny, but how true

Two patients limp into two different medical clinics with the same complaint. Both have trouble walking and appear to require a hip replacement.
The first patient is cxamined within the hour, is x-rayed the same day and has a time booked for surgery the following week.

The second sees his family doctor after waiting a week for an appointment, then waits eight weeks to sce a specialist, then gets an x-ray, which isn't reviewed for
another week, and finally has his surgery scheduled for six weeks from then.

Why the different treatment for the two patients?
The first is a Golden Retriever.

The second is a Senior Citizen.
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Submiitter : Roy Karle CRNA MS v Date: 08/29/2007
Organization : Roy Karle CRNA MS
Category : Other Health Care Professional
Issue Areas/Comments
Background
Background

Office of the Administrator

Centers for Medicare & Medicaid Services
Department of Health and Human Services
P.O. Box 8018

Baltimore, MD 21244 8018

Dear Administrator:

As a member of thc American Association of Nurse Anesthetists (AANA), [ write to support the Centers for Medicare & Medicaid Services (CMS) proposal to
boost the value of anesthesia work by 32%. Under CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008 compared
with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to ensure that Certified Registered Nurse Anesthetists (CRNAs) as
Mcdicare Part B providers can continue to provide Medicare beneficiaries with access to anesthesia services.

This incrcase in Medicare payment is important for several reasons.

? First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for anesthesia services, putting at risk the availability of anesthesia and
other healthcare scrvices for Medicare beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and others have demonstrated that
Mcdicarc Part B rcimburses for most services at approximately 80% of private market rates, but reimburses for anesthesia services at approximately 40% of private
markct rates.

7 Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B providers services had been reviewed and adjusted in previous years,
cffective January 2007. However, the value of anesthesia work was not adjusted by this process until this proposed rule.

? Third, CMS proposed change in the relative value of anesthesia work would help to correct the value of anesthesia services which have long slipped behind
inflationary adjustments.

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable growth rate (SGR) cut to Medicare payment, an average
12-unit ancsthesia service in 2008 will be reimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment levels (adjusted
for inflation).

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting requiring anesthesia services, and are the predominant
anesthcsia providers to rural and medically underserved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The availability of
anesthesia services depends in part on fair Medicare payment for them. I support the agency s acknowledgement that anesthesia payments have been undervalued,
and its proposal to increase the valuation of anesthesia work in a manner that boosts Medicare anesthesia payment.

Sincerely,

Roy Karle CRNA MS
28807 Cromwell Dr
Chestcrfield< M1 48047
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Submitter : Lori Faulkner Date: 08/29/2007
Organization : Lori Faulkner
Category : Other Health Care Professional

Issue Areas/Comments
Background
Background

As a member of the American Association of Nurse Anesthetists (AANA), I write to support the Centers
for Mcdicare & Medicaid Services (CMS) proposal to boost the value of anesthesia work by 32%. Under
CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008
compared with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to
ensurc that Certificd Registered Nurse Anesthetists (CRNAs) as Medicare Part B providers can continue
to provide Medicare beneficiarics with access to anesthesia services.

This incrcasc in Medicare payment is important for several reasons.

1 First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for

ancsthcsia services, putting at risk the availability of anesthesia and other healthcare services for
Mcdicare beneficiaries. Studics by the Medicare Payment Advisory Commission (MedPAC) and

others have demonstrated that Medicare Part B reimburses for most services at approximately

80% of privatc market rates, but reimburses for anesthesia services at approximately 40% of

privatc market ratcs.

1 Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B

providers services had been reviewed and adjusted in previous years, effective January 2007.

However, the value of ancsthesia work was not adjusted by this process until this proposed rule.

1 Third, CMS proposed change in the relative value of anesthesia work would help to correct the

value of anesthesia services which have long slipped behind inflationary adjustments.

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable
growth rate (SGR) cut to Medicare payment, an average 12-unit anesthesia service in 2008 will be
reimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment
levels (adjusted for inflation).

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting
requiring anesthesia services, and are the predominant anesthesia providers to rural and medically
underserved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The
availability of anesthesia services depends in part on fair Medicare payment for them. I support the
agency s acknowledgement that anesthesia payments have been undervalued, and its proposal to increase
the valuation of anesthesia work in a manner that boosts Medicare anesthesia payment.
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Submitter : Ms. Genia Corum Date: 08/29/2007
Organization : AANA
Category : Other Heatth Care Professional
Issue Areas/Comments
Background
Background

August 28,2007  RE: CMS-1385-P (Backgound, Impact)
Anesthesia Services

Dcar Administrator at Centers for Mcdicare & Medicaid Services:

As a member of the Amcrican Association of Nurse Ancsthetists (AANA), I write to support the Centers for Medicare & Medicaid Services (CMS) proposal to
boost the value of anesthesia work by 32%. Under CMS' proposed rule Medicare would increase the ancsthesia conversion factor(CF) by 15% in 2008 compared
with current levels. (72 FR 38122, 7/12/2007). 1f adopted, CMS' proposal would help to ensure that Certified Registered Nurse Ancsthetists (CRNAs) as
Medicare Part B providers can continue to provide Medicare beneficiaries with access to anesthesia services. This increase in Medicare payment is important for
several reasons: 1. First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for anesthesia services, putting at risk the availability
of anesthesia and other healthcare services for Medicare beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and others have
demonstrated that Medicare Part B reimburses for most serviccs at approximately 80% of private market rates, but reimburses for anesthesia services at
approximately 40% of private market rates. 2. Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B providers' services had
been revicwed and adjusted in previous years, effective January 2007. However, the value of anesthesia work was not adjusted by this process until this proposed
rule. 3. Third, CMS' proposcd change in the relative value of anesthesia work would help to correct the value of anesthesia services which have long slipped
bchind inflationary adjustments.

Additionally, if CMS' proposed change is not enacted and if Congress fails to reverse the 10% sustainable growth rate (SGR) cut to Medicare payment, an average
12-unit ancsthesia service in 2008 will be reimbursed at a rate about [7% bclow 2006 payment levels, and more than a third below 1992 payment levels (adjusted
for inflation).

Amcrica's 36,00 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting requiring anesthesia services, and are the predominant
ancsthesia providers to rural and medically underserved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The availability of
ancsthesia scrvices depends in part on.fair Medicare payment for them. I support the agency's acknowledgement that anesthesia payments have been undervalued,
and its proposal to increase the valuation of anesthesia work in a manner that boosts Medicare anesthesia payment.

Sincerely,
Genia E. Corum CRNA

P.O. Box 670
Courtland, AL 35618
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Submitter : Mr. Keith Macksoud Date: 08/29/2007
Organization : AANA
Category : Other Health Care Professional
Issue Areas/Comments
Background
Background

August 29, 2007

Dcar Administrator:

As a member of the American Association of Nursc Anesthetists (AANA), and an assistant program director in a Nurse Anesthesia program, [ write to support the
Centers

for Mcdicare & Medicaid Services (CMS) proposal to boost the value of anesthesia work by 32%. Under
CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008
compared with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to
ensure that Certified Registered Nurse Anesthetists (CRNAs) as Medicare Part B providers can continue
to provide Medicare beneficiaries with access to anesthesia services.

This increase in Medicare payment is important for several reasons.

1 First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for

anesthesia scrvices, putting at risk the availability of anesthesia and other healthcare services for
Medicarc beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and

others have demonstrated that Medicare Part B reimburses for most services at approximately

80% of private market rates, but reimburses for anesthesia services at approximately 40% of

private market rates.

1 Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B

providers services had been reviewed and adjusted in previous years, effective January 2007.

However, the valuc of anesthesia work was not adjusted by this process until this proposed rule.

t Third, CMS proposed change in the relative value of anesthesia work would help to cormect the

value of anesthesia services which have long slipped behind inflationary adjustments.

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable
growth rate (SGR) cut to Medicare payment, an average 12-unit anesthesia service in 2008 will be
reimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment
levels (adjusted for inflation).

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting
requiring ancsthesia services, and are the predominant anesthesia providers to rural and medically
underserved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The
availability of anesthcsia services depends in part on fair Medicare payment for them. I support the
agency s acknowledgement that anesthesia payments have been undervalued, and its proposal to increase
the valuation of anesthesia work in a manner that boosts Medicare anesthesia payment.

Sincercely,

Kcith E. Macksoud, CRNA, MA
LTC(ret), AN, USAR

Assistant Program Director
Mcmorial Hospital of Rhode Island
School of Nursc Anesthesia
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Submitter : Mr. Jon Dix Date: 08/29/2007
Organization : Mr. Jon Dix
Category : Other Health Care Professional

Issue Areas/Comments
Background

Background

August 20, 2007

Office of the Administrator

Centers for Mcdicare & Medicaid Services

Dcpartment of Health and Human Services

P.O. Box 8018 RE: CMS 1385 P (BACKGROUND, IMPACT)
Baltimore, MD 21244 8018 ANESTHESIA SERVICES

Dcar Administrator:

As a member of the American Association of Nurse Anesthetists (AANA), I writc to support the Centers for Medicare & Medicaid Services (CMS) proposal to
boost the value of anesthesia work by 32%. Under CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008 compared
with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to ensure that Certified Registered Nurse Anesthetists (CRNAs) as
Medicare Part B providers can continue to provide Medicare beneficiaries with access to anesthesia services.

This incrcasc in Medicare payment is important for several reasons.

? First, as thc AANA has previously stated to CMS, Medicare currently under-reimburses for ancsthesia services, putting at risk the availability of anesthesia and
other healthcare services for Medicare beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and others have demonstrated that
Mcdicarc Part B rcimburscs for most services at approximately 80% of private market rates, but reimburses for anesthesia services at approximately 40% of privatc
market ratcs.

? Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B providers services had been reviewed and adjusted in previous years,
cffectivc January 2007. However, the value of anesthesia work was not adjusted by this process until this proposed rule.

? Third, CMS proposed change in the relative value of anesthesia work would help to correct the value of anesthesia services which have long slipped behind
inflationary adjustments.

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable growth rate (SGR) cut to Medicare payment, an average
12-unit anesthesia service in 2008 will be reimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment levels (adjusted
for inflation).

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting requiring anesthesia services, and are the predominant
anesthesia providers to rural and medically underserved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The availability of
anesthesia services depends in part on fair Medicare payment for them. 1 support the agency s acknowledgement that anesthesia payments have been undervalued,
and its proposal to increase the valuation of anesthesia work in a manner that boosts Medicare anesthesia payment.

Sincercly,

Jon Dix, CRNA

Page 2549 of 2934 August 302007 08:35 AM




CMS-1385-P-11745

Submitter : Dr. rajiv kwatra Date: 08/29/2007
Organization :  Dr. rajiv kwatra
Category : Physician

Issue Areas/Comments

Coding--Multiple Procedure
Payment Reduction for Mohs
Surgery

Coding--Multiple Procedure Payment Reduction for Mohs Surgery

I am writing this letter to express my deep my concern regarding the proposed removal of the Mohs Surgery codes from the MPPR exemption list. 1 believe this
proposcd rule change would adversely affect the healthcare of U.S. citizens while increasing costs at the same time

Mohs micrographic surgery is the gold standard (cure rate of 98-99%) among treatments for skin cancer. As a brief review, these are steps involved in the process
to trcat each skin canccr. The Mohs surgeon removes the obvious skin caneer and the tissue is processed in the lab that is at the office. After it is processed in the
lab, thc Mohs surgcon cxamincs 100% of the cancer margin. If there is any cancer left, it is carefully mapped and more tissue is removed only where there is still
canccr present. This process is repeated until all the cancer has been removed. Once the removal is complete, the area is reconstructed (stitched) or allowed to heal
naturally. There is very little overlap between any of the procedures we perform on a single patient. 1 treat two skin cancers, it only requires a little extra time if
these are located on two different patients. If they are located on the same patient, some time is saved in checking in and checking out the patient but the work
required to rcmove each cancer is more or less the same. Each has to be evaluated and removed in the manner that is best suited for which type of skin cancer it is
and where it is located. The Pathology portion of the process has absolutely no overlap at all as each has to be processed and evaluated independently. I allow a
very high percentage of areas to heal by secondary intention (heal naturally) because that is the best option for the patient. It also happens to be extremely cost
effective. If a reconstruction is performed, it requires the evaluation of the defect as to which way is best, discussing this with the patient., prepping the site for
rcconstructive surgery, and the setting up of a whole new sterile surgery tray. Frankly, if I referred the patient out to a plastic surgeon for the reconstruction, it
would rcquire roughly the same time for them to do all this. However, it would cost at least 3 to 4 times as much as plastic surgeons usually do their
reconstructions in the outpatient OR while we do it in the office. The Outpatient OR is a costly environment. There is a plastic surgeon, an anesthesiologist, and
the facility which all will submit their claim.

This rulc changc will result in many patients having their skin cancers treated one at a time as the reduction will make it prohibitive to treat multiple sites on a
singlc patient. More patients will be referred to plastic surgeons for reconstruction as the reduction will make this prohibitive to do in the office in many patients.

There is littlc work overlap in treating each skin cancer or reconstructing a site after the skin eancer is removed. It will inevitably result in unintended increased
costs to the healthcare system. Worst of all, it will have the greatest adverse impact on patients who are the most vulnerable in society seniors with multiple skin
cancers with transportation difficulties and transplant patients with multiple aggressive skin cancers.

1 realize that we live in a time where reducing healthcare costs is critical. However, Mohs Surgery is part of the solution, not the problem. Not only is the cure
rate higher with Mohs surgery, It cost approximately 70-75% less to treat a skin cancer at a Mohs Surgeon s office than it does if the patient is treated by a
physician in thc outpatient OR. Leaving apart the fact that the proposed rule change conflicts with the well known requirements for exemption, this change if
allowced to occur will result in decreased quality of care while increasing the costs at the same time. Thank you for taking time to consider my concems.
Sincercly, Rajiv Kwatra M.D. 1331 North 7th street, suite 290, Phoenix, AZ, 85006, Phone 6022306744
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Submitter : Ms. Lyn Jansen Date: 08/29/2007

Organization :  Northern Physical Therapy Services
Category : Occupational Therapist
Issue Areas/Comments

GENERAL

GENERAL

I have practiced Occupational Therapy in a variety of settings for over 20 years. 1 believe that the July 12 proposed 2008 fee schedule rule poses great potential for
fraud, and would diminish quality therapy services to Medicare beneficiaries.
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Submitter : Karen Coulson
Organization : Karen Coulson
Category : Other Health Care Professional

Issue Areas/Comments
Background

Background
August 29, 2007

Officc of the Administrator

Centers for Mcdicare & Medicaid Scrvices

Department of Health and Human Services

P.O. Box 8018 RE: CMS 1385 P (BACKGROUND, IMPACT)
Baltimore, MD 21244 8018 ANESTHESIA SERVICES

Dcar Administrator:

As an associate member of the American Association of Nurse Anesthetists (AANA), I write to support the Centers

for Mcdicare & Mcdicaid Services (CMS) proposal to boost the value of anesthesia work by 32%. Under
CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008
compared with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to
cnsurc that Certified Registered Nurse Anesthetists (CRNAs) as Medicarc Part B providers can continue
to provide Mecdicarc beneficiaries with access to anesthesia services.

This increasc in Medicarc payment is important for several reasons.

1 First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for

ancsthcsia scrvices, putting at risk the availability of ancsthesia and other healthcare services for
Medicare bencficiarics. Studies by the Medicare Payment Advisory Commission (MedPAC) and

others have demonstrated that Medicare Part B reimburses for most services at approximately

80% of privatc market ratcs, but reimburses for ancsthesia services at approximately 40% of

private market ratcs.

1 Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B

providers services had been reviewed and adjusted in previous years, effective January 2007.

However, the valuc of anesthesia work was not adjusted by this process until this proposed rule.

1 Third, CMS proposed change in the relative value of anesthesia work would help to correct the

value of anesthesia services which have long slipped behind inflationary adjustments.

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable
growth rate (SGR) cut to Medicare payment, an average 12-unit anesthesia service in 2008 will be
rcimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment
levels (adjusted for inflation).

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting
requiring anesthesia scrvices, and arc the predominant anesthesia providers to rural and medically
underserved Amecrica. Medicare patients and healthcare delivery in the U.S. depend on our services. The
availability of ancsthesia services depends in part on fair Medicare payment for them. I support the
agency s acknowledgement that anesthesia payments have been undervalued, and its proposal to increase
the valuation of anesthcsia work in a manner that boosts Medicare anesthesia payment.

Sincerely,

Karen Coulson
Nurse Ancsthesia Student and Associate AANA Member
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Submitter : Dr. Brent Moody Date: 08/29/2007
Organization :  Skin Cancer and Surgery Center

Category : Physician

Issue Areas/Comments

Coding--Multiple Procedure
Payment Reduction for Mohs
Surgery

Coding--Multiple Procedure Payment Reduction for Mohs Surgery
I am in opposition to thc proposed application of the Multiple Procedure Payment Reduction for Mohs Micrographic Surgery (CPT codes 17311 through 17315).

In the practice of Mohs Surgery, therc is little efficiency gained when performing more than one Mohs procedure on the same patient in the same day.
Greater than 80% of the work is duplicated for a second procedure. Aspects of the procedure that do not gain efficiency with multiple procedures are:

1. Pre-scrvice positioning. In many instances, the anatomic location of the tumors requires patient re-positioning for each tumor.

2. Pre-Service scrub, dress and wait time. Each lesion must be separately identified, marked and scrubbed. For lesions on separate anatomic locations, the sterile
field created for the first procedure must be broken down and then a new field created for the second cancer.

3. Intra-Service work. Each tumor is dealt with as a distinct entity. Each tumor must be separately anesthetized, and excised. Once the tumor enters the
pathology portion of the procedure, there is no efficiency gained in performing multiple procedures. Each tumor must be processed and prepared independently.
The interpretation of the tissue for residual cancer and tumor mapping are also independent events for each tumor. For two cancers, this portion of the physician
work and practicc expense is doubled.  As this intra-service work comprises approximately 80% of the total amount of work and resources for the procedure,
applying a reduction to the code will significantly undervalue the code. Moreover, of the total intra-service time, the laboratory/pathology proportion consumes
the majority of the time and resources of the procedure.

The Mohs procedure may also be accompanied by a reconstructive effort by the same surgeon on the same day of service. The reconstruction is covered under a
scparatc code from thc Mohs surgery series of codes. When a reconstruction is performed after the Mohs procedure, there is little efficiency gained. The
rcconstruction stands on its own as a scparate surgical procedure. As the patient has been waiting in the waiting room, thc Mohs defect reconstruction contains all
of the clcments of a stand alone procedure.

1. Pre-Scrvice cvaluation. Prior to the reconstruction, the patient must be evaluated to determine optimal wound management. The nature of the wound cannot
be known until thc complction of the Mohs procedure, thus, there is no substantial reduction in the pre-service evaluation of the reconstruction.

2. Pre-scrvice positioning. Given the long time of the Mohs intra-service work, the patient is removed from the operating table and waits in the waiting room
during thc Mohs intra-service work. Once the Mohs procedure is complete, the patient must be repositioned for reconstruction.

3. Pre-service scrub, dress and wait time. Given the long time of the Mohs intra-service work, the area must be scrubbed and prepared as if it where a new
surgical procedure.

4. Intra-scrvicc time. The intra-service time and resources for the reconstruction is not reduced by the prior Mohs procedure. The area must be re-anesthetized as
any ancsthesia from the Mohs procedure is inadequate for the reconstruction. Additionally, separate and additional instrumentation is required for the
reconstruction.

5. Post scrvice time. The post service time is not reduced by the Mohs procedure as the post service work is now dictated by the reconstruction.

In summary, given the significant duplication of work and resource utilization when a subsequent procedure is performed in conjunction with Mohs surgery,
applying thc Multiple Procedure Payment Reduction for Mohs Surgery (CPT 17311- 17315) will significantly undervalue the codes.

I would ask that you reconsider removal of the Mohs Surgery codes from the exempt list and retain their longstanding exemption from the multiple procedure
payment reduction.

Sincerely,

Brent Moody, MD
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Submitter : Dr. Barry Bergquist Date: 08/29/2007
Organization : Mountain West Anesthesia, LLC

Category : Physician

Issue Areas/Comments

GENERAL

GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Mcdicarc and Mcdicaid Services
Attcntion: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

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

Dcar Ms. Norwalk:

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

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician services. Today, more than a decade 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 Utah this has definitely been a big problem for the southern end of the state.

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

Thank you for your consideration of this serious matter.
Respectfully submitted,
Barry Bergquist, M.D.

LDS Hospital Dcpt of Anesthesia
8th Avenuc and C St, SLC UT 84143
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Submitter : Ms. Amanda Little Date: 08/29/2007
Organization : AthletiCO
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL
Dcar Sir or Madam:

My Name is Amanda Little and i am a certified athletic trainer (ATC). I graduated with a bachelors of science from Eastern Illinois University. I have been
licensed as an ATC since 2003. I currently work for AthletiCo as an outreach ATC.

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

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

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

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

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

Sincerely,

Amanda Little, ATC (and/or other credentials)
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Submitter : Dr. Larry Presley Date: 08/29/2007
Organization:  Dr. Larry Presley
Category : Individual
Issue Areas/Comments
GENERAL
GENERAL

Sample Comment Letter:

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Mcdicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dcar Ms. Norwalk: '
I am writing to exprcss my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. T am grateful that CMS has
rccognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician scrvices. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
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 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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CMS-1385-P-11752

Submitter : Mr. Charles Sharbel
Organization :  American Association of Nurse Anesthetists
Category : Other Practitioner
Issue Areas/Comments
Background
Background

August 20, 2007

Officc of the Administrator

Centers for Mcdicare & Mecdicaid Services

Department of Health and Human Services

P.O. Box 8018 RE: CMS 1385 P (BACKGROUND, IMPACT)

Baltimore, MD 21244 8018 ANESTHESIA SERVICES

Dcar Administrator:

As a member of the American Association of Nurse Anesthetists (AANA), I write to support the Centers
for Mcdicarc & Medicaid Services (CMS) proposal to boost the value of anesthesia work by 32%. Under
CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008
compared with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to
ensure that Certified Registered Nurse Anesthetists (CRNAs) as Medicare Part B providers can continue
to provide Medicare beneficiaries with access to anesthesia services.

This increase in Medicare payment is important for several reasons.

1 First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for

ancsthesia services, putting at risk the availability of anesthesia and other healthcare services for
Mcdicare beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and

others have demonstrated that Mcdicare Part B reimburses for most serviees at approximately

80% of privatc market rates, but rcimburses for anesthesia services at approximately 40% of

privatc markct rates.

1 Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B

providers services had been reviewed and adjusted in previous years, effective January 2007.

Howcver, the value of anesthesia work was not adjusted by this process until this proposed rule.

1 Third, CMS proposed change in the relative value of anesthesia work would help to correct the

value of anesthesia services which have long slipped behind inflationary adjustments.

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable
growth ratc (SGR) cut to Medicare payment, an average 12-unit anesthesia service in 2008 will be
reimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment
levels (adjusted for inflation).

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting
requiring anesthesia services, and are the predominant anesthesia providers to rural and medically
underserved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The
availability of ancsthcsia services depends in part on fair Medicare payment for them. I support the
agency s acknowledgement that anesthesia payments have been undervalued, and its proposal to increase
the valuation of anesthesia work in a manner that boosts Medicare anesthesia payment.

Sincerely,

Namc & Credential
Charles R. Sharbel, CRNA
Address

1225 Temple Ridge Drive Nashville, TN 37221
City, State ZIP
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CMS-1385-P-11753

Submitter : Dr. James Walker Date: 08/29/2007
Organization:  Oklahoma Society of Anesthesiology
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Mcdicaid Scrvices
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

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

Decar Ms. Norwalk:

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

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

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

To 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 immediatcly implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.

Sincerely,
Jamcs Walker, M.D.
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CMS-1385-P-11754

Submitter : Shannon Sexton
Organization:  MTSA
Category : Other Health Care Professional
Issue Areas/Comments

Background

Background

August 20, 2007

Ms. Leslic Norwalk, 1D

Acting Administrator

Centers for Mcdicare & Mcdicaid Services

Department of Health and Human Services

P.O. Box 8018 RE: CMS 1385 P (BACKGROUND, IMPACT)
Baltimore, MD 21244 8018 ANESTHESIA SERVICES

Dear Ms. Norwalk:

As a member of the American Association of Nurse Anesthetists (AANA), 1 write to support the Centers
for Medicarc & Medicaid Services (CMS) proposal to boost the valuc of ancsthesia work by 32%. Under
CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008
compared with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to
cnsurc that Certified Registecred Nurse Anesthetists (CRNAs) as Medicare Part B providers can continue
to provide Mcdicare beneficiaries with access to anesthesia services.

This increase in Medicare payment is important for several rcasons.

1 First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for

anesthesia scrvices, putting at risk the availability of anesthesia and other healthcare services for
Medicarc beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and

others have demonstrated that Medicare Part B reimburses for most services at approximately

80% of private markect rates, but reimburses for anesthesia services at approximately 40% of

privatc market rates.

1 Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B

providers services had been reviewed and adjusted in previous years, effective January 2007.

However, the value of ancsthesia work was not adjusted by this process until this proposed rule.

1 Third, CMS proposed change in the relative value of anesthesia work would help to correct the

valuc of ancsthesia scrvices which have long slipped behind inflationary adjustments.

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable
growth rate (SGR) cut to Mcdicarc payment, an average 12-unit anesthesia service in 2008 will be
reimbursced at a rate about 1 7% below 2006 payment levels, and more than a third below 1992 payment
levels (adjusted for inflation).

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting
requiring ancsthesia scrvices, and are the predominant anesthesia providers to rural and medically
underserved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The
availability of anesthesia services depends in part on fair Medicare payment for them. I support the
agency s acknowledgement that anesthesia payments have been undervalued, and its proposal to increase
the valuation of anesthesia work in a manner that boosts Medicare anesthesia payment.

Sincerely,

Shannon Sexton SRNA
Name & Credential
170 B Lclawood Circle
Address

Nashville TN 37209
City, Statc ZIP
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CMS-1385-P-11755

Submitter : Mr. Christop.herl Loeffel

Organization:  American Association of Nurse Anesthetists
Category : Other Health Care Professional

Issue Areas/Comments

Background

Background

August 20, 2007

Office of the Administrator

Centers for Mcdicare & Medicaid Services

Department of Health and Human Services

P.O. Box 8018 RE: CMS 1385 P (BACKGROUND, IMPACT)

Baltimore, MD 21244 8018 ANESTHESIA SERVICES

Dear Administrator;

As a member of the American Association of Nurse Ancsthetists (AANA), | write to support the Centers
for Medicare & Medicaid Scrvices (CMS) proposal to boost the value of ancsthesia work by 32%. Under
CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008
compared with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to
cnsure that Certified Registered Nurse Anesthetists (CRNAs) as Medicare Part B providers can continue
to provide Medicare beneficiarics with aceess to anesthesia scrvices.

This increasc in Mcdicare payment is important for several reasons.

1 First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for

ancsthesia scrvices, putting at risk the availability of anesthesia and other healthcare services for
Medicare benceficiarics. Studics by the Medicare Payment Advisory Commission (MedPAC) and

others have demonstrated that Medicare Part B reimburses for most services at approximately

80% of privatc market rates, but reimburses for anesthesia services at approximately 40% of

private market rates.

1 Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B

providers services had been reviewed and adjusted in previous years, effective January 2007.

However, the value of anesthesia work was not adjusted by this process until this proposed rule.

1 Third, CMS proposed change in the relative value of anesthesia work would help to correct the

value of anesthesia scrvices which have long slipped behind inflationary adjustments.

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable
growth rate (SGR) cut to Medicare payment, an average 12-unit anesthesia service in 2008 will be
rcimbursed at a ratc about 17% below 2006 payment levels, and more than a third below 1992 payment
levels (adjusted for inflation).

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every sefting
requiring anesthesia services, and arc the predominant anesthesia providers to rural and medically
underserved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The
availability of ancsthesia services depends in part on fair Medicare payment for them. I support the
agency s acknowledgement that anesthesia payments have been undervalued, and its proposal to increase
the valuation of anesthesia work in a manner that boosts Medicare anesthesia payment.

Sincerely,

Christopher Loeffel SRNA

Name & Credential

1009 Whitney Springs Ct

Holly Springs, NC 27540
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CMS-1385-P-11756

Submitter : Mr. Daniel Golden Date: 08/29/2007
Organization:  AthletiCo
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL

Dcar Sir or Madam:

My namc is Daniel Golden and | am an Athletic Training graduate from Western Illinois University. I am currently working as an Intern for AthletiCo while 1
await the results of my NATABOC exam.

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

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

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

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

Sincc CMS seems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
recommendations of thosc professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposcd changcs related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincercly,

Danicl Golden, ATS
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CMS-1385-P-11757

Submitter : Ms. Donna Sledge Date: 08/29/2007
Organization:  Rehabilitation Services of Tifton
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL

Dcar Sir or Madam:

My namc is Donna Kay Sledgc. I am a nationally board certified, state licensed Athletic Trainer; [ am currently employed by Rehabilitation Services of Tifton and
Abraham Baldwin Agricultural College. I provide coaches and athletes with researched based principles and I practice these researched based principles in my
practice of injury prevention, recognition and rehabilitation. I provide on the field emergency care of injuries and off the field rehabilitation (structured, planned,
monitored and modificd exercise programs which are scientifically based for recovery of injury pre and post operative) for athletes. I have earned two Baccalaureate
degrees and a Masters degree.

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

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

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

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

Sincc CMS scems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to eonsider the
rccommendations of thosc professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposed changcs related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincercly,

DONNA KAY SLEDGE MS, ATC/L

Page 2562 of 2934 August 30 2007 08:35 AM




CMS-1385-P-11758

Submitter : Blake Wagner Date: 08/29/2007
Organization:  Community Rehab Physical Therapy
Category : Physical Therapist
Issue Areas/Comments
GENERAL
GENERAL

Physician Sclf-Referral Issucs

To:Mr. Kerry N. Weems

Administrator - Dcsignatc

Centers for Mcdicarc and Medicaid Services
U.S. Dcpartment of Health and Human Services
Attention:CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

1 would likc to comment on the July 12 proposed 2008 physician fee schedule rule, specifically the issue surrounding physician self-referral and the "in-office
ancillary scrvices" exception.

[ am a practicing physical therapist in Sioux City lowa. I recently opened a private practice in an area that was underserved, 8 months ago. I had been working in
another city approximately 40 miles from Sioux City for 12 years, during which a large orthopedic group in Sioux City, referred me patients. While there |
cstablished a good working relationship with these doctors. Once opening my clinic in Sioux City, this same group which owns there own in house PT facility
no longcr referred patients to me. They also ended up putting another PT/ortho doctor clinic approximately 3 miles from my clinic 5 months after I opened. It
has been quite difficult establishing patients. I continually market the family practice physicians, and other physicians not affiliated with this group to build new
relationships and establish patients.

I am not afraid of competition but I would like an equal playing field. I believe it is in the patients best interest for them to recieve care where they want and they
arc given the opportunity to choose whom and where they are seen. With the current arrangements of the "in-office ancillary services" the patients are not given
that option readily without being swayed to stay "in-house.”

The "in-office ancillary services" exception is defined so broadly in the regulations that it facilitates the creation of abusive referral arrangements that have affected
me directly. .
I believe it is in the best interest for the patient that PT services should not be permitted under the in-office ancillary exception.

Thank you Administrator-Designate for your time in this very important issue.

Sincerely,

Blakc D. Wagner,PT

Community Rchab Physical Therapy
3111 Gordon Drive

Sioux City, 1A 51106
(712)277-0507
bwagner@communityrehabpt.com
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CMS-1385-P-11759

Submitter : Mr. Eric Weed
Organization:  Arrowhead Regional Medical Center
Category : Other Health Care Provider
Issue Areas/Comments
Background
Background

August 20, 2007

Officc of thc Administrator

Centers for Mcdicare & Medicaid Services

Dcpartment of Health and Human Services

P.O. Box 8018 RE: CMS 1385 P (BACKGROUND, IMPACT)

Baltimore, MD 21244 8018 ANESTHESIA SERVICES

Dear Administrator:

As a member of the American Association of Nurse Anesthetists (AANA), I write to support the Centers
for Medicare & Medicaid Services (CMS) proposal to boost the value of anesthesia work by 32%. Under
CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008
compared with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to
ensure that Certified Registcred Nurse Anesthetists (CRNAs) as Medicare Part B providers can continue
to provide Medicare bencficiaries with access to anesthesia services.

This incrcase in Medicare payment is important for several reasons.

1 First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for

anesthcsia scrvices, putting at risk the availability of anesthesia and other healthcare services for
Mcdicarc beneficiarics. Studies by the Medicare Payment Advisory Commission (MedPAC) and

others have demonstrated that Medicare Part B reimburses for most services at approximately

80% of private market rates, but reimburses for ancsthesia services at approximately 40% of

private market rates.

1 Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B

providers services had been reviewed and adjusted in previous years, effective January 2007.

However, the value of anesthesia work was not adjusted by this process until this proposed rule.

1 Third, CMS proposed change in the relative value of anesthesia work would help to correct the

value of anesthesia services which have long slipped behind inflationary adjustments.

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable
growth ratc (SGR) cut to Medicare payment, an average 12-unit ancsthesia service in 2008 will be
reimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment
levels (adjusted for inflation).

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting
requiring ancsthesia services, and are the predominant anesthesia providers to rural and medically
underserved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The
availability of anesthesia services depends in part on fair Medicare payment for them. I support the
agencey s acknowledgement that anesthesia payments have been undervalued, and its proposal to increase
the valuation of anesthesia work in a manner that boosts Medicare ancsthesia payment.

Sincerely,

_EricJ. Weed, RN BS SRNA

Namec & Credential

4001 View Point Dr,

Address

_Granbury, TX 76048

City, State ZIP
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CMS-1385-P-11760

Submitter : Mr. Charles Scearce Date: 08/29/2007
Organization:  Alabama Orthopaedic Clinic

Category : Physical Therapist

Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions

As a physical therapist cmployed in a Physician owned practice for the last 10 years I can honestly say that therapy services should remain in the In Office
Ancillary Services Excmption under the 'Stark’ regulations. To remove physical therapy would deprive patients of services that are provided with the highcst level
of coordination between surgeon and therapist. This direct line of communication and teamwork provides the most comprehensive trcatment program the client
can reccive. The specialization of the therapists coupled with the Board Certifications of the Physicians can not be found in other arenas.

The letter campaign by the American Physical Therapy Association (APTA) is not representative of the entire membership. I am a member in good standing of
thc APTA I cannot agree with their wishes. 1 urge you to preserve the current process.
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CMS-1385-P-11761

Submitter : Mr. Alex Oliu Date: 08/29/2007
Organization:  Mr. Alex Oliu
Category : Health Care Professional or Association

Issue Areas/Comments
Background

Background

August 20, 2007

Office of thc Administrator

Centers for Medicarc & Medicaid Services
Department of Health and Human Services

P.O. Box 8018 RE: CMS 1385 P (BACKGROUND, IMPACT)
Baltimore, MD 21244 8018 ANESTHESIA SERVICES
Dcar Administrator:

As a member of thc American Association of Nurse Anesthctists (AANA), 1 write to support the Centers for Medicare & Medicaid Services (CMS) proposal to
boost the value of anesthesia work by 32%. Under CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008 compared
with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to ensure that Certified Registered Nurse Anesthetists (CRNAS) as
Mcdicarc Part B providers can continue to provide Medicare beneficiaries with access to anesthesia services.

This incrcasc in Mcdicare payment is important for several reasons.

" First, as thc AANA has previously stated to CMS, Medicare currently under-reimburses for anesthesia services, putting at risk the availability of anesthesia and
other healthcarc scrvices for Mcdicare beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and others have demonstrated that
Mcdicarc Part B reimburses for most services at approximately 80% of private market rates, but reimburses for anesthesia services at approximately 40% of private
markct rates.

" Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B providers services had been reviewed and adjusted in previous years,
cffective January 2007. However, the value of anesthesia work was not adjusted by this proccss until this proposed rule.

" Third, CMS proposed change in the relative value of anesthesia work would help to correct the value of anesthesia services which have long slipped behind
inflationary adjustmcnts.

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable growth rate (SGR) cut to Medicare payment, an average
12-unit ancsthesia scrvice in 2008 will be reimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment levels (adjusted
for inflation).

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting requiring anesthesia services, and are the predominant
ancsthesia providers to rural and medically underserved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The availability of
anesthesia services depends in part on fair Medicare payment for them. | support the agency s acknowledgement that anesthesia payments have been undervalued,
and its proposal to increase the valuation of anesthesia work in a manner that boosts Medicare anesthesia payment.

Sinccerely,

Alexande J. Oliu, CRNA, MS¢
9946 N.W. 32 Street

Doral, Florida 33172
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CMS-1385-P-11762

Submitter : Dr. John Neeld Date: 08/29/2007
Organization:  American Society of Anesthesiologists
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

August 27, 2007

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Mcdicarc and Mcdicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

Rec: CMS-1385-P
Ancsthesia Coding (Part of 5-Ycar 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
rccognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

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

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

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

Thank you for your consideration of this serious matter.

John Neceld
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CMS-1385-P-11763

Submitter : Dr. Yolanda Harold Date: 08/29/2007
Organization:  ASA
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Mcdicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

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

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

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

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

Thank you for your considcration of this serious matter.

Page 2568 of 2934 August 30 2007 08:35 AM




CMS-1385-P-11764

Submitter : Dr. Spencer Curtis Date: 08/29/2007
Organization :  Dr. Spencer Curtis
Category : . Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Medicarc and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Re: CMS-1385-P
Ancsthcsia Coding (Part of 5-Year Review)
Dcar Ms. Norwalk:

I am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has
recognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this 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 ealculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undervaluation of anesthesia services. [ 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

Spencer Curtis, MD
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CMS-1385-P-11765

Submitter : Mark Hopp
Organization : Mark Hopp
Category : Other Health Care Professional
Issue Areas/Comments
Background
Background

As a member of the American Association of Nurse Anesthetists (AANA), I write to support the Centers
for Medicarc & Medicaid Services (CMS) proposal to boost the value of anesthesia work by 32%. Under
CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008
compared with current'levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to
ensure that Certified Registered Nurse Anesthetists (CRNAs) as Medicare Part B providers can continue
to provide Medicare beneficiaries with access to anesthesia services.

This increase in Medicare payment is important for several reasons.

1 First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for

anesthesia services, putting at risk the availability of anesthesia and other healthcare services for
Medicare beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and

others have demonstrated that Medicare Part B reimburses for most services at approximately

80% of private market rates, but reimburses for anesthesia services at approximately 40% of

private market rates.

1 Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B

providers services had been reviewed and adjusted in previous years, effective January 2007.

Howevcr, the value of anesthesia work was not adjusted by this process until this proposed rule.

1 Third, CMS proposed change in the relative value of anesthesia work would help to correct the

value of anesthesia scrvices which have long slipped behind inflationary adjustments.

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable
growth rate (SGR) cut to Medicare payment, an average 12-unit anesthesia service in 2008 will be
reimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment
levels (adjusted for inflation).

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting
requiring anesthesia services, and are the predominant anesthesia providers to rural and medically
underserved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The
availability of anesthesia services depends in part on fair Medieare payment for them. I support the
agency s acknowledgement that anesthesia-payments have been undervalued, and its proposal to increase
the valuation of ancsthesia work in a manner that boosts Medicare anesthesia payment.
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CMS-1385-P-11766

Submitter : Mr. Duane Fuerst Date: 08/29/2007
Organization : AANA
Category : Other Health Care Professional
Issue Areas/Comments
Background
Background

Plcasc consider the proposed increase in payments for Anesthesia charges and pass this amendment
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CMS-1385-P-11767

Submitter : ] Date: 08/29/2007

Organization :
Category : Physical Therapist
Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions

As it stands this practicc appears not only unethical due to financial gains involved, but also a contributing fator to the increasing health care costs which often
leads to uninsurcd Americans. Insurance companies increase costs by hiring staff to police the abuse that is occurring and therefore past the cost to the consumer.
This, coupled with the rising number ofcliams, leads to unaffordable insurance premiums for many. There are no checks and balances regarding physicians who
profit from owning thier own therapy facilities. Due to the lack of checks and balances, corruption is promoted and the MD in essence owns the entire chain of
mcdical care. This is indeed the case when the physician is able to own the MRI, pharmacy, x-ray and lab. The entire health care market share is being
monoploizcd. How is it that a MD can no accept lunch or dinner paid for by drug reps, but can make millions of dollars on PT which was ordered by the owner
of the therapy clinic?

We would like to think that the oath that all physicians take upon getting licensed would promote quality patient care, strong ethical pratice and the desire to
compassionately serve humankind. As we have seen over in England in recent events, where 5 doctots attempted to blow up cars, potentially taking the human
lives they vowed to save, some MD's are swayed by elicit behavior. This is obviously an extreme, however can not be disregarded when viewing the deviaiatons
that can occur from the oath of conduct taken by phsycians.

Is the systcm being abused when a doc directs care and gives the uneducated consumer no choice? The fact is that the consumer does not even realize they do have
a choicc for care when given a PT order by a MD who refers to his own practicc.

Bcing an ~wncr of an outpatient therapy clinic I have seen first hand the gross over utilization of therapy over the past several years. Patients will consistently
rccieve thearpy whether it is medicall necessary or not. Current and past paticnts have expressed the displeasure the rcferring physician has when it is discovered
they are not going to their clinic. At times, no further orders have been given dispite my recommendation to continue.

Complaints about increased malpractise, rising and unaffordable health care costs and the inereasing number of uninsured Americans will only continue to risc at
this rapid rate as the abuse continues. A check and balanee system must be put in place to address this crisis. By eliminating in office ancillary serviees is only
onc way to create such a system.

CMS-1385-P-11767-Attach-1.DOC
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CMS-1385-P-11768

Submitter : Mrs. Linda Mazzoli Date: 08/29/2007
Organization :  Cooper university Hospital
Category : Other Health Care Professional

Issue Areas/Comments
GENERAL
GENERAL

sec attachment

CMS-1385-P-11768-Attach-1.WPD
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CMS-1385-P-11769

Submitter : Dr. James Leibsohn Date: 08/29/2007
Organization :  Dr. James Leibsohn

Category : Physician

Issue Areas/Comments

Resource-Based PE RVUs

Resource-Based PE RVUs

Dcar sirs: The T wave alternans study is a complex text that requires about 45 min. to 75 min. of my time to perform. It involves reviewing a pt's entire cardiac
hx, controlling the treadmill ( or infusion) to maintain a narrow range of heart rate, and then making a complex determination from multiple data sets as to
whecther the tcst is negative or not, and whether the data is valid, and then using that data to make a potential life saving decision whether or not to place an ICD.
The test often must be repeated one or two times in order to achieve a valid study, and even then, results are often reviewed with colleagues before a final
determination is made. The test is performed in a very limited number of patients, I anticipate performing it no more than 4 or five times a month. The test
allows us to identify those patients at most risk for sudden death, and serves as a strong negative indicator for ICD implant when negative, thus saving
unnecessary ICD implantations, in turn saving a great deal of money. Please consider adjusting reimbursement to refleet the time the test eonsumes, the
complexity of its pcrformance and intcrpretation, and the profound impact it has on patient management. Thanks.
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CMS-1385-P-11770

Submitter : Mr. Richard Beall
Organization:  Mr. Richard Beall
Category : Other Health Care Professional
Issue Areas/Comments

Background

Background

August 20, 2007

Office of the Administrator

Centers for Medicare & Medicaid Services

Department of Health and Human Services

P.O. Box 8018 RE: CMS 1385 P (BACKGROUND, IMPACT)

Baltimore, MD 21244 8018 ANESTHESIA SERVICES

Dcar Administrator;

As a member of the American Association of Nurse Ancsthetists (AANA), I write to support the Centers
for Medicare & Medicaid Scrvices (CMS) proposal to boost the value of anesthesia work by 32%. Under
CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008
compared with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to
ensure that Certificd Registered Nurse Anesthetists (CRNAs) as Medicare Part B providers can continue
to provide Medicarc bencficiaries with access to anesthesia services.

This incrcase in Mcdicare payment is important for scveral reasons.

1 First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for

ancsthesia scrvices, putting at risk the availability of anesthesia and other healthcare services for
Mcdicare bencficiarics. Studies by the Medicare Payment Advisory Commission (MedPAC) and

others have demonstrated that Medicare Part B reimburses for most services at approximately

80% of private market rates, but reimburses for anesthesia services at approximately 40% of

privatc market ratcs.

1 Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B

providers services had been reviewed and adjusted in previous years, effective January 2007.

Howevcr, the valuc of anesthesia work was not adjusted by this process until this proposed rule.

1 Third, CMS proposed change in the relative value of anesthesia work would help to comrect the

value of anesthcsia services which have long slipped behind inflationary adjustments.

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable
growth rate (SGR) cut to Medicare payment, an average 12-unit anesthesia service in 2008 will be
rcimburscd at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment
levels (adjusted for inflation).

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting
rcquiring anesthesia services, and are the predominant anesthesia providers to rural and medically
underserved America. Medicare patients and healthcare dclivery in the U.S. depend on our services. The
availability of anesthesia services depends in part on fair Medicare payment for them. I support the

agency s acknowledgement that anesthesia payments have been undervalued, and its proposal to increase -

the valuation of anesthesia work in a manner that boosts Medicare anesthesia payment.
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CMS-1385-P-11771

Submitter : Elaine Chong Date: 08/29/2007
Organization : Elaine Chong

Category : Physician

Issue Areas/Comments

GENERAL

GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dcar Ms. Norwalk:

[ am writing to cxpress my support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. Iam impressed that CMS has
recognized the gross undervaluation of anesthesia services, and that the Agency is poised to taking steps towards address this issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, primarily due to the 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.

The RUC has 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. [ am
pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the RUC s recommendation.

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

Thank you for your attention.

Elaine Chong, MD

Page 2576 of 2934 August 30 2007 08:35 AM




CMS-1385-P-11772

Submitter : Dr. cherian oommen Date: 08/29/2007
Organization :  Milford Anesthesia
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services
Attcntion: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dcar Ms. Norwalk:

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

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

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

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

Thank you for your considcration of this serious matter.
Sincerely,

Cherian S. Qommen, MD
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CMS-1385-P-11773

Submitter : Mr. Donald Fontenot Date: 08/29/2007
Organization:  Mr. Donald Fontenot
Category : Other Health Care Professional
Issue Areas/Comments
Background
Background

As a member of the American Association of Nurse Anesthetists (AANA), I write to support the Centers
for Medicare & Medicaid Services (CMS) proposal to boost the value of anesthesia work by 32%. Under
CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008
compared with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to
cnsure that Certified Registered Nurse Anesthetists (CRNAs) as Medicare Part B providers can continue
to provide Mcdicare beneficiaries with aecess to anesthesia services.

This increase in Medicare payment is important for several reasons.

1 First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for

ancsthcsia scrvices, putting at risk the availability of anesthesia and other healthcare services for
Mcdicarc bencficiaries. Studies by the Mcdicare Payment Advisory Commission (MedPAC) and

others have demonstrated that Medicare Part B reimburses for most services at approximately

80% of privatc market ratcs, but rcimburses for anesthesia services at approximately 40% of

privatc market ratcs.

1 Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B

providers services had been reviewed and adjusted in previous years, effective January 2007.

However, the value of anesthesia work was not adjusted by this process until this proposed rule.

1 Third, CMS proposed change in the relative value of anesthesia work would help to correct the

value of ancsthesia services which have long slipped behind inflationary adjustments.

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable
growth rate (SGR) cut to Medicare payment, an average 12-unit anesthesia service in 2008 will be
reimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment
levels (adjusted for inflation).

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting
requiring ancsthesia services, and are the predominant ancsthesia providers to rural and medically
underserved America. Medicarc patients and healtheare delivery in the U.S. depend on our services. The
availability of anesthesia services depends in part on fair Mcdicare payment for them. I support the
agency s acknowledgement that anesthesia payments have been undervalued, and its proposal to increase
the valuation of ancsthesia work in a manner that boosts Medicare anesthesia payment.
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CMS-1385-P-11774

Submitter : Mr. Brian Treston Date: 08/29/2007
Organization :  Practicing Nurse Anesthetist
Category : Other Health Care Provider
Issue Areas/Comments
Background
Background
Dcar Administrator:

As a practicing Nurse Anesthetist I support the Centers for Medicare and Medicaid Services (CMS) proposal to boost the value of anesthesia work by 32%. This
boost would increase our present conversion factor by 15% in 2008.

This increase will give our profession the ability offset cost to provide anesthesia scrvices to the uninsured or underinsured patients. In addition, it wiil increase
the rclative anesthesia value of anesthesia that was taken away in 2007.

If this proposal is not cnacted Congess will make furthers cut to our reimbursement to conversion factors that were seen in 1992. Is that fair!

In closing I wantcd to thank the CMS's acknowledgement that CRNA anesthesia services are undervalued and its proposal to increase the valuation of anesthcsia
work in a manncr that increases Mecdicare anesthesia payment

Sincerely,
Brian R. Treston CRNA MS

16 East Brookhaven Road
Wallingford, PA 19086
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CMS-1385-P-11775

Submitter : Dr. Ellen Gawrisch Date: 08/29/2007

Organization : ASA
Category : Physician
Issue Areas/Comments

Payment For Procedures And
Services Provided In ASCs

Payment For Procedures And Services Provided In ASCs

Plcase consider an increase for physician services as the elderly are high risk with expertise in anesthesia care required.
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CMS-1385-P-11776

Submitter : Dr. Ian Gilmour Date: 08/29/2007
Organization:  ASA
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Mcdicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

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

Dcar Ms. Norwalk:

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

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 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. 1am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation. )

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

Thank you for your considcration of this serious matter.
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CMS-1385-P-11777

Submitter : Ms. Dona Maria Oliveira, CRNA, MSN
Organization : Ms. Dona Maria Oliveira, CRNA, MSN
Category : Other Health Care Professional

Issue Areas/Comments
Background

Background

August 30, 2007

Office of the Administrator

Centers for Mcdicare & Medicaid Services

Department of Health and Human Services

P.O. Box 8018 RE: CMS 1385 P (BACKGROUND, IMPACT)
Baltimore, MD 21244 8018 ANESTHESIA SERVICES

Dcar Administrator:

As a member of the American Association of Nurse Anesthetists (AANA), I writc to support the Centers
for Medicare & Medicaid Services (CMS) proposal to boost the value of anesthesia work by 32%. Under
CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008
compared with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to
cnsure that Certified Registered Nurse Anesthetists (CRNAs) as Medicare Part B providers can continue
to provide Medicare beneficiaries with access to anesthesia services.

This increcasc in Medicare payment is important for several reasons.
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CMS-1385-P-11778

Submitter : Ms. ANN MYERS Date: 08/29/2007
Organization: AANA
Category : Other Practitioner

Issue Areas/Comments
Background
Background

Dcar Administrator,

As a member of the American Association of Nurse Anesthetists (AANA), I write to support the Centers for Medicare & Medicaid Services (CMS) proposal to
boost the valuc of anesthesia work by 32%. Under CMS' proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008 compared
with currcnt levels. (72 FR 38122, 7/12/2007) If adopted, CMS' proposal would help to ensure that Certified Registered Nurse Anesthetists (CRNAs) as
Mecdicarc Part B providers can continue to provide Medicare beneficiaries with access the anesthesia services.

This increase in Mcdicare payment in important for several reasons:

? First, as thc AANA has previously stated to CMS, Medicare currently under-reimburses for anesthesia services, putting at risk the availability of anesthesia and
other hcalthcare services for Medicare beneficiaries. Studies by the Medicare payment Advisory Commission (MedPAC) and others have demonstrated the
Medicarc Part B reimburses for most services at approximately 80% of private market rates, but reimburses for anesthesia services at approximately 40% of private
markct rates.

? Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B providers services had been reviewed and adjusted in previous years,
effective January 2007. However, the value of anesthesia work was not adjusted by this process until this proposed rule.

? Third, CMS proposed change in the relative value of anesthesia work would help to correct the value of anesthesia services which have long slipped behind
inflationary adjustments.

Additionally, in CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable growth rate (SGR) cut to Medicare payment, an average
12-unit anesthcsia service in 2008 will be reimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment levels (adjusted
for inflation).

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting requiring anesthesia services, and are the predominant
ancsthesia providers to rural and medically underserved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The availability of
anesthesia services depends in part on fair Medicare payment for them. I support the agency s acknowledgement that anesthesia payments have been undervalued,
and its proposal to increase the valuation of anesthesia work in a manner that boosts Medicare anesthesia payment.

Sincerely,

Ann Mycrs, SRNA
1493 Iron Bridgc Road
Columbia, PA 17512
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CMS-1385-P-11779

Submitter : Dr. Roman Schumann Date: 08/29/2007
Organization : Dr. Roman Schumann
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

Baltimorc, MD 21244-8018

Rc: CMS-1385-P

Anesthcsia Coding (Part of 5-Ycar Revicw)

Decar Ms. Norwalk:

Thank you for allowing me to let you know that I strongly support the proposal to increase payments for anesthesiology services under the 2008 Physician Fee
Schedule. Fortunately and rightly so, CMS has recognized the gross undervaluation of anesthesiology services, and the Agency is addressing this complicated
issuc.

When the RBRVS was instituted, it created a huge payment disparity for anesthesiology care, not recognizing the equal value of anesthesiologists services
compared to our peers work in other medical specialties. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services has
now rcached a level (816.19 per unit), that no longer covers the cost of anesthesiology care for seniors. This creates an unsustainable system forcing
ancsthcsiologists away from areas with a disproportionately high Mcdicare population.

The RUC recommended that CMS increase the anesthesia conversion factor to rectify a calculated 32 percent work undervaluation a move that would be a major
step forward in correcting this long-standing undervaluation of anesthesiology services. Iam pleased that the Agency accepted this recommendation in its

proposed rule, and [ support full implementation of the RUC s recommendation.

To ensure that our patients continue to have access to expert anesthesiology medical care, I ask 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.

Roman Schumann, M.D.
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CMS-1385-P-11780

Submitter : Mr. Bryant Peterson

Organization:  American Association of Nurse Anesthetists
Category : Other Health Care Provider

Issue Areas/Comments

Background

Background

August 20, 2007

Officc of the Administrator

Centers for Medicare & Medicaid Services

Dcpartment of Health and Human Services

P.O. Box 8018 RE: CMS 1385 P (BACKGROUND, IMPACT)

Baltimore, MD 21244 8018 ANESTHESIA SERVICES

Dcar Administrator:

As a member of the Amcrican Association of Nurse Anesthetists (AANA), 1 write to support the Centers
for Mcdicare & Mcdicaid Services (CMS) proposal to boost the value of anesthesia work by 32%. Under
CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008
compared with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to
cnsurc that Certificd Registered Nurse Anesthetists (CRNAs) as Medicare Part B providers can continue
to providc Medicare beneficiaries with access to anesthesia services.

This increasc in Medicare payment is important for several reasons.

1 First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for

anesthesia services, putting at risk the availability of anesthesia and other healthcare services for
Medicare beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and

others have demonstrated that Medicare Part B reimburses for most services at approximately

80% of private market rates, but reimburses for anesthesia services at approximately 40% of

private market rates.

1 Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B

providers services had been reviewed and adjusted in previous years, effective January 2007.

However, the value of anesthesia work was not adjusted by this process until this proposed rule.

1 Third, CMS proposed change in the relative value of anesthesia work would help to correct the

valuc of ancsthesia scrvices which have long slipped behind inflationary adjustments.

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable
growth ratc (SGR) cut to Mcdicare payment, an average 12-unit anesthesia service in 2008 will be
rcimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment
Ievels (adjusted for inflation).

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting
requiring ancsthesia services, and are the predominant anesthesia providers to rural and medically
underscrved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The
availability of anesthcsia services depends in part on fair Medicare payment for them. 1 support the
agency s acknowledgement that anesthesia payments have been undervalued, and its proposal to increase
the valuation of anesthesia work in a manner that boosts Medicare anesthesia payment.

Sinccrely,

_Bryant Pcterson, SRNA
Namc & Credential
_P.O. Box 1056
Address
_Scottsbluff, NE 69363
City, State ZIP
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CMS-1385-P-11781

Submitter : Mr. Jeff DesJardine Date: 08/29/2007
Organization : Self
Category : Physical Therapist
Issue Areas/Comments
GENERAL
GENERAL

1 have been a physical therapist for 14 years. 1 would like to add my opinion that I think this is creating a very big challenge for the profession of physical therapy
by allowing the physician to self refer. This is creating difficulty for the profession to gain independenee for the referral based system and is allowing possible
questionable sclf referring practises for physicians. Please consider this objection to this proposed system. Thank you. Jeff DesJardine PT.
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CMS-1385-P-11782

Submitter : Mr. Robert Allison Date: 08/29/2007
Organization:  AANA
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL

Dear Ms. Norwalk:

As a member of the American Association of Nurse Anesthetists (AANA), I write to support the Centers for Medieare & Medicaid Services (CMS) proposal to
boost the value of anesthesia work by 32%. Under CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008 compared
with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to ensure that Certified Registered Nurse Anesthetists (CRNAs) as
Medicarc Part B providers can continue to provide Medicare beneficiaries with access to anesthesia services.

This increase in Medicare payment is important for several reasons.

? First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for anesthesia services, putting at risk the availability of anesthesia and
other healthcare services for Medicare beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and others have demonstrated that
Medicare Part B reimburses for most services at approximately 80% of private market rates, but reimburses for anesthesia services at approximately 40% of private
market rates.

? Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B providers services had been reviewed and adjusted in previous years,
effective January 2007. However, the value of anesthesia work was not adjusted by this process until this proposed rule.

? Third, CMS proposed change in the relative value of anesthesia work would help to correct the value of anesthesia services which have long slipped behind
inflationary adjustments.

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable growth rate (SGR) cut to Medicare payment, an average
12-unit anesthesia service in 2008 will be reimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment levels (adjusted
for inflation).

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting requiring anesthesia services, and are the predominant
ancsthesia providers to rural and medically underserved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The availability of
anesthesia services depends in part on fair Medicare payment for them. I support the agency s acknowledgement that anesthesia payments have been undervalued,
and its proposal to increase the valuation of anesthesia work in a manner that boosts Medicare anesthesia payment.

Sinccrely,

Robert Allison
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Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions

Dear Sir or Madam:

My name is Eric Armstrong. I recently graduated from King's College in Wilkes-Barre, PA with a degree in Athletic Training. Iam currently a NATABOC
certified Athletic Trainer.

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

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

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

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

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

Sincercly,

Eric Armstrong, ATC
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Office of the Administrator
Centers for Medicare & Medicaid Services
Dcpartment of Health and Human Services

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

As a member of the American Association of Nurse Anesthetists(AANA), 1 am writing to support the Centers for Medicare & Medicaid Services(CMS) proposal
to boost the valuc of ancsthesia work by 32%.

Under CMS's proposed rulc Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008. (72 FR 38122, 7/12/2007) If adopted, CMS's
proposal would help to ensure that Certified Registered Nurse Anesthetists (CRNAs) as Medicare Part B providers can continue to provide Medicare beneficiaries
with access to anesthesia services.

This increase in Medicare payment is important for several reasons:

First, as the AANA has previously reported to CMS, Medicare currently under-reimburses for anesthesia services, putting at risk the availability of anesthesia and
other healthcare services for

Medicare beneficiarics. Studies by the Medicare Payment Advisory Commission (MedPAC) and others have demonstrated that Medicare Part B reimburses for
MOST HEALTH CARE SERVICES AT APPROXIMATELY 80% of private market rates, but reimburses for ANESTHESIA SERVICES AT
APPROXIMATELY 40% of private market rates.

Sccond, this proposed rulc reviews and adjusts anesthesia services for 2008. Most of the other Part B providers's services were reviewed and adjusted in previous
ycars, and those adjustments took effect in January of 2007.

Third, CMS's proposcd change in the relative value of anesthesia work would help to correct the value of anesthesia services which has fallen far short of
inflationary adjustments. Additionally, if CMS's proposed change is not enacted, and if Congress fails to reverse the 10% sustainable growth rate (SGR) cut to
Mcdicare payment, an average 12-unit anesthesia service in 2008 will be reimbursed at a rate about 17% BELOW 2006 payment levels, and more than ONE-
THIRD BELOW 1992 payment levels (adjusted for inflation).

America's 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting requiring anesthesia services, and are the predominant
ancsthesia providers to rural and medically

undcrscrved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The availability of anesthesia services depends in part on fair
Mcdicare payment for them.

[ support CMS's acknowledgement that anesthesia payments have been undervalued, and its proposal to increase the valuation of anesthesia work in a manner that
boosts Mcdicare anesthesia payment.

Sinccrely,

Amy Streitman, CRNA, MS
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Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Mcdicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

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

Dcar Ms. Norwalk:

I am writing to cxpress my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has
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 crcated 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 sincc the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionatcly high Mcdicare populations.

In an cffort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undervaluation of ancsthesia services. 1am 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 carc, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediatcly implementing the anesthcsia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.

D. Heck, MD
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Physician Self-Referral Provisions

Unfortunately, the current loopholes in the Stark Laws provide an economic incentive that facilitates increased healthcare utilization while, at the same time,
sacrificing positive patient outcomes. While in-house physical therapy services seems like a cost-efficient collaborative effort that would provide convenient
patient care with improved outcomes. However, the Office of the Inspector General found widespread abuse (millions of dollars in appropriately billed) with no
sign of improved outcomes.

Physical therapy is a profession in and of itself and cannot be “ancillary” to another provider. When put in this position due to the current healthcare environment,
paticnt carc beccomes more cxpensive because physical therapists are not allowed the autonomy necessary to effectively treat the patient in an efficient manner.
Cost-cfficicnt care actually hurts the business in this case by reducing the amount billed and the amounted collected. Furthermore, "ancillary" services are
inhercntly subservicnt in nature and do not allow for proper collaboration between professions.

Physician-owncd physical therapy sevices are create anti-trust issues by not allowing a competitive market within physical therapy. The patient will simply be
directed to another part of the office or down the hall instead of being given a referral that could be taken to any licensed physical therapist. Physician-owned
physical therapy services create a closed system that actually restricts patient choice and does not allow the patient to take ownership of their healthcare needs.

From a practical standpoint, the physical therapists who work at in-house physician owned physical therapy services do not typically hold board certifieations or
prominent positions within the profession. As you can see, this set-up is truly referral for profit and not at all beneficial to the patient.

Physician-owned physical therapy services create a revenue stream coming and going. The patient is referred to the physical therapist which drives physician
profit. Then, if the patient does not get better, the physician will make money on the surgery. Following the surgery, the physician will further his/her economic
gain with a refcrral back to physical therapy for post-operative rehabilitation. As you can see, this does not facilitate efficient patient care. It facilitates expensive
patient carc at the detriment to the patient.

Not only do these sct-ups drive up the cost of physical therapy services by placing them in a subservient role and rewarding poor patient outcomes with surgery
and morc physical therapy, it also increases physician surgical rates. Instead of an independent physical therapist earning a reputation by achieving positive
outcomes