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Dear Sir or Madam: 

My name is Maria Blokdijk, and I work for Henry Ford Health Systems as a 
clinical/outreach athletic trainer. I am providing rehabilitation to our patients and my 
students at my high school. 
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, 

Maria Blokdijk, ATC , PES-NASM 



Submitter : Ms. Christie Plyler 

Organization : MedNet America 

Category : Individual 

Issue Areas/Comments 

GENERAL 
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DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE AND MEDICAID SERIVICES 
OFFICE OF STRATEGIC OPERATIONS & REGULATORY AFFAIRS 

PleaL.-1 note: We did riot receive the attachment that was cited in 
this comment. We are not able to receive attachments that have been 
prepared in excel or zip files. Also, the commenter must click the 
yellow "Attach File" button to forward the attachment. 

Please direct your que,stions or comments to 1 800 743-3951 . ,  



Submitter : Sarah Vitale 

Organization : University of Toledo 

Category : Other Health Care Professional 

Issue AreasIComments 

Date: 08/29/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dcar Sir or Madam: 

I am newly ccrtitied Athletic Trainer, working on my Master's Degree. I am in my first year of the Master's program and plan to pursue a career in Athletic 
Training upon my graduation. 

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

Whilc I am conccmed that thcsc proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned 
that thcsc proposed rules will 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 cxpcricncc, and national ccrtitication exam ensure that my patients receive quality health care. State law and hospital medical professionals have decmed 
mc qualified to pcrform thcsc serviccs and these proposed regulations attcmpt to circumvent those standards. 

Thc lack of acccss and workforcc shortagc to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
conccrncd with thc health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of 
staffing in hospitals and other rehabilitation facilitics arc pcrtinent in ensuring patients receive the best, most cost-effective treatment available. 

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

Sinccrcly, 

Sarah R Vitalc, ATC. LAT 
Graduatc Assistant 
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Submitter : xiaotao qian Date: 08/29/2007 
Organization : ACI-LLc 

Category : Physician 

Issue AreasIComments 

GENERAL 

GENERAL 

Lcslic V. Norwalk, Esq. 
Acting Administrator 
Ccnlcrs for Mcdicare and Medicaid Scrvices 
Attcntion: CMS-1385-P 
P.O. Box 8018 
Baltimore. MD 21244-8018 

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

Dcar Ms. Nonvalk: 

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

Whcn thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician scrviccs. Today, morc than a decade since the RBRVS tookeffect, 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 belng forced away from 
arcas with disproportionatcly high Medicare populations. 

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

Thank you for your considcration of this scrious matter. 

Sinccrcly 

Xiaotao Qian 
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Submitter : Dr. Stephen Renick Date: 08/29/2007 
Organization : Florida Chiropractic Association 

Category : Chiropractor 

Issue Areas/Comments 

GENERAL 

GENERAL 

X-rays are not just requested for subluxation detection in seniors. X-rays are necessary to rule out pathology, etc. If the patient has to be referred to their primary 
carc provider to bc able to have their x-ray study covered by CMS, there will be additional costs incurred by CMS for the primary care provider's office visit. 
Also, timc will bc wasted regarding the patient's carc. 
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Submitter : Dr. William Burleson 

Organization : Lumberton Urology Clinic, PA 

Category : Physician 

Issue AreaslComments 

GENERAL 

GENERAL 

see attachment 
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Re: July 2,2007 Medicare Physician Fee Schedule Proposed Regulations 

Dear Ladies and Gentlemen of CMS 

I am William R. Burleson, M. D. and am an Urologist in Lumberton, North Carolina. 
I have been practicing my specialty here for 36 years serving a relatively economically 
poor populous. Medicare and Medicaid patients represent approximately 65 per cent of 
this practice. I also am an owner in a joint venture LLC that provides lithotripsy services 
for our patients here. Our lithotripsy service encompasses and treats the majority of the 
patients in eastern North Carolina out of two mobile units. This venture started in 1985 
of which I was a part encompassing approximately 23 years of service. In 1985, this 
new technology changed the face and approach to treatment of various types of ureteral 
and renal stones. Prior to the innovation open surgery hospitalization and significant 
post-operative down time was the standard of care for many of the stones we now treat 
with ESWL. After this new innovation settled in, I was able to do less and less open 
procedures and more noninvasive lithotripsy to accomplish the same purpose. I have not 
done any open stone cases for the past 15 years and only a hand full between 1985 and 
1990. Our Lithotripsy LLC has maintained the highest quality of medical care and 
mobile units have allowed improved patient access, updating and advancing the 
technology as it became available along with stringent QA and outcome programs. 

I have read the proposal and I am concerned that if these changes are made, they may 
lead to complete dissolution of this entity, which is a very important contributor to 
quality stone care and treatment of patients in eastern North Carolina as it is across the 
country. Our LLC lithotripter units are under contracts with the area hospitals in eastern 
North Carolina and these mobile units are able to bring the latest and best treatment to 
patients in eastern North Carolina's rural areas maximizing the resource. It not only 
improves the quality of care but also decreases hospital cost and saves third party payers 
money by sharing the expensive equipment and technology among many hospitals and 
clinics. 

1 certainly understand the CMS concerns about the potential for fraud and abuse. 
However, I believe it is important to discern between diagnostic and therapeutic 
modalities. Diagnostic procedures can certainly be over utilized but this 
should not be a problem and I don't believe there has been any abuse in the 
therapeutic modalities such as lithotripsy. I do not believe over use of 
lithotripsy has ever been a problem since we are treating symptomatic stones, or stones 
that if left alone, could result in dire circumstances medically for the patient. 

Another point of concern to me was the percentage fee prohibition. The percentage fee 
arrangement is fair and the best option for the vendors and for the hospitals or ASUs in 
that both of these share the market risk. Some of the hospitals, especially in rural 



North Carolina, have low volume in regards to lithotripsy and the fee per case in these 
instances allows the hospitals to access the technology on a per case basis without large 
capital expenditures. Based on the Stark legislative history Congress intended 
to preserve the "per procedure fees" and I believe for a very good reason. 

In summary, I hope CMS has the foresight to understand and recognize the importance of 
maintaining the integrity of these therapeutic treatments that have proven their merit over 
the past 23 years. 

I would hope CMS can recognize the difference in potential for fraud and abuse in 
diagnostic modalities as opposed to therapeutic modalities such as lithotripsy. It is my 
belief that physician owned vendors should not be singled out and destroyed by 
unsubstantiated fear of abuse. I believe Lithotripsy LLC and other physician owned 
vendors have the knowledge and ability to provide high quality service efficiently at a 
savings to third party vendors, and at the same time, allowing the most expert state of the 
art care available anywhere. More specifically, I believe the loss of our LLC 
service for lithotripsy would negatively impact the quality of stone treatment care. 
I feel the arrangements we have been able to develop with hospitals and clinics over the 
years, the "fee for procedure basis", and "percentage fee payments" should not be 
materially changed so that the valuable therapeutic treatment modalities can continue to 
be provided to the patients in this country. 
Thanks for allowing me to express my concern on this topic. 
Respectfully, 

William R. Burleson, MD 



Submitter : Dr. Stephen Weddel 

Organization : Longmont Anesthesia Associates 

Category : Physician 

Issue AreasIComments 

Date: 08/29/2007 

GENERAL 

GENERAL 

Dcar Ms. Norwalk: 

Pleasc cxtcnt your support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. Undervaluation of anesthcsia services for 
medicarc patients bas rcachcd a critical Icvel. 

Medicare payment for anesthesia services stands at just $16.19 per unit. This is a huge disparity from average reimbursement payments of $45 to $55 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 Mcdicarc populations. 

In an cffort to rcctify 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 anesthcsia services. 1 am pleased that thc Agcncy 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 consideration of this serious matter. 

Page 1556 of 2934 August 30 2007 08:35 AM 



Submitter : Dr. Daniel Butler 

Organization : Anesthesiolgy Group Associates,Inc. 

Category : Physician 

Date: 08/29/2007 

Issue AreasIComments 

GENERAL 

GENERAL 

Lcslic V. Norwalk. Esq. 
Acting Administrator 
Ccnters for Medicare and Medicaid Services 
Attcntion: CMS-1385-P 
P.O. Box 8018 
Baltimorc, MD 2 1244-8018 

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

Dcar Ms. Norwalk: 

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

Whcn thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to signiticant undervaluation of anesthesia work compared to 
othcr physician services. Today, more than a decade since the RBRVS took effect, Medieare 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 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 cnsurc that our paticnts havc access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immcdiatcly implementing the anesthesia conversion factor increasc as recommended by the RUC. 

Thank you for your consideration of this serious matter. 
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Submitter : Dr. Marisa Rosol Date: 08/29/2007 

Organization : Cleveland Clinic Foundation 

Category : Physician 

Issue AreasIComments 

Medicare Telehealth Services 

Medicare Telehealth Services 

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

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

Dcar Ms. Nonvalk: 

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

Whcn thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
other physician scrviccs. Today, more than a decade since the RBRVS took effect, Medicare paymcnt for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our 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 rcctify this untenable situation, the RUC recommended that CMS increase the ancsthcsia conversion factor to offset a calculated 32 percent work 
undervaluat~on a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step fonvard in correcting the long-standing 
undervaluation of ancsthesia scrviccs. 1 am plcased that the Agency accepted this recommendation in its proposed mle, 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 implemcnting the ancsthesiaconversion factor increase as recommcndcd by the RUC. 

Thank you for your considcration of this serious matter. 

Marisa A. Rosol D.O. 
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Submitter : Dr. Julie Thompson 

Organization : Affiliated Anesthesiologists 

Category : Physician 

Issue AreasIComments 

GENERAL 

Date: 08/29/2007 

GENERAL 

Lcslic V. Nonvalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Mcdicaid Services 
Attcntion: CMS-I 385-P 
P.O. Box 801 8 
Baltimore. MD 2 1244-801 8 

Ancsthcsia Coding (Part of 5-Ycar Rcview) 

Dcar Ms. Nonvalk: 

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 
rccognizcd thc gross undcrvaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue. 

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

In an cffort to rectify this untcnablc situation, the RUC recommcndcd that CMS increase the anesthcsia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an Increase of nearly $4.00 per anesthesia unlt 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 fill implementation of the 
RlJC s recommendation. 

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

Julic Thompson, MD 
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Submitter : Dr. Kirk Brumels 

Organization : Hope College 

Category : Other Practitioner 

Issue Areas/Comments 

Date: 08/29/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dcar Sir or Madam: 

My name is Kirk Brumels, and 1 an a NATABOC certified athlctic trainer employed as a clinician and profcssor in the nationally accredited Athletic Training 
Education Program at Hopc Collcge in Holland, Michigan. 

1 am writing today to voiec my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and 
facilities proposcd in 1385-P. 1 am concemcd with both the care of patients as wcll as employment opportunities for hcalth care professionals. 

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

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

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

Sincc CMS sccms to have come to thesc proposed changes without clinical or financial justification, I would strongly encourage thc CMS to consider the 
rccomrnendations of thosc professionals that are tasked with overseeing the day-today health care needs of their patients. I respectfully request that you withdraw 
the proposcd changcs rclatcd to hospitals, rural clinics, and any Medieare Part A or B hospital or rehabilitation facility. 

Sinccrcly, 

Kirk Brumcls, PhD, ATC 
Associatc Profcssor of Kincsiology 
Hcad Athlctic Traincr 
Hope Collcgc 
Holland, Michigan 49423 
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Submitter : Mr. Matthew Foster 

Organization : Detroit Medical Center 

Category : Other Health Care Professional 

Issue Areas/Comments 

GENERAL 

GENERAL 

Dcar Sir or Madam: 

Date: 08/29/2007 

My namc is Matt Fostcr, and I am currently working in the clinical setting with the spinal cord injury population at thc Rehab Institute of Michigan. I have been 
working hcrc now for 1.5 ycars, since graduating from an accredited athletic training program. (Upper Iowa University) 

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

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

As an athlctic traincr, I am qualified to pcrform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education, 
clinical cxpcricncc, and national certification exam ensure that my paticnts receive quality hcalth care. State law and hospital mcdical professionals have deemed 
mc qualified to pcrform these services and these proposcd regulations attempt to circumvent those standards. 

Thc lack of acccss and workforce shortage to fill therapy positions is widely known throughout the induso. It is il~esponsible for CMS, which is supposed to be 
concemcd with thc health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of 
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients reccive 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 thosc professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw 
thc proposcd changcs related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sinccrcly, 

Matt Foster, ATC 

Therapy Standards and 
Requirements 

Therapy Standards and Requirements 

Dcar Sir or Madam: 

My namc IS Man Foster, and I am currently working in theclinical sening with the spinal cord injury population at the Rehab Institute of Michigan. I have been 
working hcrc now for 1.5 ycars, since graduating from an accredited athletic training program. (Upper Iowa University) 

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. 
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Whilc 1 am concemcd that thesc proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, 1 am more concerned 
that thcsc proposcd rulcs will crcate additional lack of acccss to quality health care for my patients. 

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

Thc lack of acccss and workforce shortagc to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
conccmcd with thc hcalth of Amcricans, cspccially thosc in rural areas, to further restrict thcir ability to reccive thosc services. The flexible current standards of 
staffing in hospitals and other rehabilitation facilities arc pcnincnt in cnsuring patients reccive the best, most cost-effective treatment available. 

Since CMS sccms to have come to these proposed changes without clinical or financial justification, I would strongly encourage thc CMS to consider the 
rccommcndations 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 proposcd changcs rclated to hospitals, rural clinics, and any Mcdicare Part A or B hospital or rehabilitation facility. 

Sinccrcly, 

Matt Foster, ATC 
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Submitter : Mr. Michael Salat 

Organization : St. John's Sports Medicine 

Category : Other Health Care Professional 

Issue AreasIComments 

Date: 08/29/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dcar Sir or Madam: 

My namc is Michacl Salat and I am aCertified Athletic Trainer. I currently work in a sports medicine clinic providing prevcntivc, post-injury, and post-surgical 
rchabiliation. I also providc coveragc to an area high school for all athletic practices and competitions. On top of this I spend time educating the public about my 
profcssion and ways to bctter enhance their athletic endeavors. Due to the nature of my profession I am extremely concemcd about about 1385-P. 

I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffrng provisions for rchabilitation in hospitals and 
facilitics proposcd 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, I am more concerned 
that thcsc proposcd rulcs will create additional lack of access to quality health care for my patients. 

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

Thc lack of acccss and workforcc shortage to fill thcrapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
concemcd with thc 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 othcr rchabilitation facilities are pertinent in ensuring patients rcceive the best, most cost-effcctivc treatment available. 

Sincc CMS sccms to havc come to these proposed changes without clinical or financial justification, 1 would strongly encourage the CMS to consider the 
rccommcndations of thosc professionals that are tasked with oversecing the day-to-day health care needs of their patients. 1 respecfilly request that you withdraw 
thc proposcd changcs related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sinccrcly. 

Michacl Salat, MS. ATC 
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Submitter : Dr. Joshua Mason 

Organization : American Chiropractic Association 

Category : Chiropractor 

Issue Areas/Comments 

Date: 08/29/2007 

Technical Corrections 

Technical Corrections 

Re: TECHNICAL CORRECTIONS 

Thc proposcd rule datcd July 12th contained an item under thc technical corrcctions section calling for the current regulation that permits a beneficiary to be 
reimbursed by Mcdicare for an X-ray takcn by a non-treating provider and used by a Doctor of Chiropractic to dcterminc a subluxation, be eliminated. I 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 rule out any 
"red flags," or to also determine diagnosis and treatment options. X-rays may also bc 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 resourccs 
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, 
i t  is the patient that will suffer as result ofthis proposal. 

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

Sincerely. 
Joshua J. Mason DC 
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Submitter : Dr. John Patrick Bebawy 

Organization : Dr. John Patrick Bebawy 

Category : Physician 

Issue AreaslComments 

GENERAL 

GENERAL 

Lcslic V. Norwalk, Esq. 

Date: 08/29/2007 

Acting Administrator 

Ccntcrs for Mcdicarc and Mcdicaid Scrviccs 

Attcntion: CMS-1385-P 

P.O. Box 801 8 

Baltimorc . MD 2 1244-80 18 

Rc: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Ycar Revicw) 

Dcar Ms. Norwalk: 

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

Whcn thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly duc to significant undervaluation of anesthcsia work compared to 
othcr physician serviccs. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia serviccs stands at just $16.19 per unit. This 
amount docs not covcr the cost of caring for our nation's seniors, and is creating an unsustainable systcm in which anesthesiologists are being forced away from 
arcas with disproportionately high Mcdicare populations. 

In an cffort to rcctify this untcnablc 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 anesthcsia 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 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 implcmcnting the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your considcration of this serious matter. 
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Submitter : Mr. Jason Carl 

Organization : Trover Health System Sports Medicine 

Category : Other Health Care Professional 

Issue Areas/Comments 

Date: 08/29/2007 

GENERAL 

GENERAL 

Dcar Sir or Madam: 

I am a ccrtificd athlctic traincr with ovcr twclve ycars of professional cxpericncc working in a large sports mcdicine clinic and covering high school athletics 

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

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

As an athlctic traincr. I am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education, 
clinical expcricncc, and national certification exam ensure that my patients receive quality health care. State law and hospital medical profcssionals have decmed 
mc qualified to pcrform thcsc services and thesc proposed regulations attempt to circumvent those standards. 

Thc lack of acccss and workforcc shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
conccrncd with thc hcalth ofAmericans, especially thosc in rural arcas, to further restrict their ability to receive those services. The flexible current standards of 
stafting In hospitals and othcr rehabilitation facilities are pertinent in cnsuring patients receivc the best. most cost-effective treatment available. 

Sincc CMS sccms to havc comc to these proposed changes without clinical or financial justification, 1 would strongly encourage the CMS to consider the 
rccommcndations of those professionals that arc taskcd with overseeing thc day-to-day health care nceds of their patients. I respectfully request that you withdraw 
thc proposed changcs rclated to hospitals, rural clinics, and any Medicare Part A or B hospital or rchabilitation facility. 

Sinccrcly, 

Jason Carl, MA,ATC,CSCS 
Scnior Athletic Traincr 
Trovcr Hcalth Systcm Sports Mcdicine 
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Submitter : Dr. Michael Severson 

Organization : Anesthesiology Consultants of Idaho 

Category : Physician 

Date: 08/29/2007 

Issue Areas/Comments 

GENERAL 

GENERAL 

Lcslic V. Nonvalk, Esq. 
Acting Admrnistrator 
Ccntcrs for Mcdicarc and Medicaid Scrviccs 
Attention: CMS-1385-P 
P.O. Box 8018 
Baltimore. MD 2 1244-8018 

Re: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Year Revicw) 

Dear Ms. Nonvalk: 

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 
rccognizcd thc gross undcrvaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue. 

Whcn thc RBRVS was institutcd, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthcsia work compared to 
othcr physician scrviccs. Today, more than a decade since the RBRVS took cffcct, Medicare payment for anesthesia services stands at just $16.1 9 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is 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 anesthes~a unit and serve as a major step forward in correcting the long-standing 
undervaluation of ancsthcsia scwices. I am pleased that the Agcncy accepted this recommendation in its proposed rule, and I support full implementation of the 
RUC s recommendation. 

To cnsure 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 thc anesthesia conversion factor increase as rccommcndcd by the RUC. 

Thank you for your considcration of this scrious matter. 

Regards. 

Michael Scvcrson. MD 
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Submitter : Mr. Randy Toth 

Organization : Union Memorial Hospital 

Category : Other Health Care Professional 

Issue Areas/Comments 

GENERAL 

GENERAL 

scc attachrncnt 

CMS-I 385-P-10768-Attach-I.TXT 
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Date: 08/29/2007 
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Dear Sir or Madam: 

My name is Randy Toth and I employed as an athletic trainer (ATC) at Union Memorial 
Hospital in Baltimore, MD. For the past 5 years, I have provided clinical-outreach 
services to the Baltimore Blast Professional Indoor Soccer Club and perform evaluations 
and rehabilitation in our hospitals outpatient based clinic. Therefore, I have the privilege 
of interacting with a variety of health care professionals (i.e. physical therapists, 
orthopedic surgeons, physiatry, etc.). It is not uncommon for doctors or physical 
therapists to ask me for opinions and suggestions on their patients. As you can see, we 
promote scholarly interactions and the profession of athletic training is a unique entity. 
Therefore, it is easy to see how an ATC can play an integral role in patient care. 

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, 



Randall J.  Toth, MEd, ATC, CSCS, NASM-PES, CES 



Submitter : Dr. Chris Falcon 

Organization : Dr. Chris Falcon 

Category : Chiropractor 

Date: 0812912007 

Issue Areas/Comments 

GENERAL 

GENERAL 

"Tcchnical CorrcctionsV-thc proposcd change to the current policy allowing x-rays to be reimbursed when taken by an outside provider and then used by a 
chiropractor would drastically alter the ability of a chiropractor to properly diagnose. trcat and at times refcr a medicare patient. As the taking of the x-rays are of 
no dircct financial bencfit to thc chiropractor, our interest is solely an one related to quality of care for our patients. The inability to directly refer patients to a 
radiologist would essentially just drive up the cost of the patient's health care by requiring an additionaI doctors visit to set up the x-ray referral. I am just not 
surc what this proposal is attempting to accomplish. Sincerely, Chris Falcon, D.C. 
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Submitter : Dr. Stanley Rosol 

Organization : Toledo Surgical 

Category : Physician 

Date: 08/29/2007 

Issue Areas/Comments 

Medicare Telehealth Services 

Medicare Telehealth Services 

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

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

Dcar Ms. Nowalk: 

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 thc gross undcrvaluation of ancsthcsia services, and that thc Agency is taking steps to address this complicated issue. 

Whcn thc RBRVS was instituted, it created a huge payment disparity for ancsthesia care, mostly due to significant undcrvaluation of anesthesia work compared to 
othcr physician scrviccs. Today, more than a decade since the RBRVS took effecg 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 k i n g  forced away from 
areas with disproportionately high Medicarc populations. 

In an cffort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to 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 mle, and I support full implementation of the 
RUC s recommendation. 

To cnsurc that our paticnts havc acccss to expert anesthesiology medicaI 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 scrious matter. 

Stanlcy J. Rosol D.O. 
Tolcdo Surgical-Gcncral Surgeon 
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Submitter : Dr. Marisa Baorto 

Organization : Dr. Marisa Baorto 

Category : Physician 

Issue Areas/Comments 

GENERAL 

Date: 08/29/2007 

GENERAL 

Lcslic V. Nonvalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Mcdicaid Services 
Attcntion: CMS-1385-P 
P.O. Box 80 I8 
Baltimorc. MD 21244-8018 

Rc: CMS- 1385-P 

Ancsthcsia Coding (Part of 5-Ycar Review) 

Dcar Ms. Nonvalk: 

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

Whcn thc RBRVS was instituted, it creatcd a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician scrviccs. Today, more than a decade since the RBRVS took cffect, Medicare payment for anesthesia services stands at just 61 6.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and IS creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionatcly high Medicare populations. 

In an cffort to rectify this untenable situation, the RUC recommended that CMS increase the anesthcsia convcrsion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step fonvard 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 paticnts havc access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and i~nmcdiatcly implementing the anesthesia convcrsion factor increase as recommended by the RUC. 

Thank you for your considcration of this serious matter 

Marisa Baorto. M.D 
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Submitter : Mr. Jamie Musler Date: 08/29/2007 
Organization : Northeastern University 

Category : Other Health Care Provider 

Issue Areas/Comments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dcar Sir or Madam: 

My name is Jamie Musler. I am an Athletic Trainer and educator working at Northeastern University. 

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. 
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 proposcd rules will create additional lack of access to quality health care for my patients. 

As an athlctic traincr, 1 am qualificd to pcrform physical mcdicine and rehabilitation services, which you know is not the same as physical therapy. My education, 
clinical cxpcricncc, and national ccrtification cxam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed 
mc qualified to perform thesc scrviccs and these proposed regulations attempt to circumvent those standards. My referring physicians and patients depend on me to 
provide high quality and cost affective scrvices in physical medicine and rehabilitation. 

Thc lack o f  access and workforcc shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
conccrncd with the hcalth of Americans, especially those in rural areas, to 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-effect~ve treatment available. 

Since CMS sccms to have come to these proposed changes without clinical or financial justification, I would seongly encourage thc CMS to considcr 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 proposcd changcs related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sinccrely. 

Jamic L. Muslcr. MS. ATC 
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Submitter : Date: 08/29/2007 
Organization : 

Category : Physical Therapist 

Issue Areas/Comments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

August 22,2007 
Mr. Kerry N. Wccms 
Administrator Designate 
Ccntcrs for Mcdicarc and Medicaid Services 
U.S. Dcpartment of Hcalth and Human Services 
Attcntion: CMS-1385-P 
P.O. BOX 80 18 
Baltimore, MD 2 1244-80 18 

Subjcct: Physician Sclf Rcfcrral Issues; Medicare Program; Proposcd Revisions to Payment Policcs undcr the Physician Fee Schedule, and Other Part B Payment 
Policics for CY 2008; Proposcd Rulc 

CMS must prohibit thc dclivcry of physical therapy as an in-officc ancillary scrvice to protect the safcty of its beneficiaries and to control healthcare costs. The 
intcnt of in-officc ancillary scrviccs to facilitate carc and increase convince of ccrtain designated health serviccs within the physicians practice appears to makes 
sense for diagnost~c services. However, these benefits are not recognized w~th the delivery of physical therapy in a physician s office. Since the physician 
cvaluatcs a paticnt prior to rcfcrring the patient to physical therapy, the scrvice rarely facilitates the diagnosis of the patient. Due to the repetitive treatment 
frequency of most physical therapy services, convince of this designated health service is only recognized if the physician s office is near the patient s home. And 
while the intent of this exemption was not to improve physical therapy care, physicians operating in-office physical therapy will defend their exemption citing 
improvcd care through closer physician supervision. This is a weak argument because: I .) Physicians are not educated in the use of physical interventions such as 
cxcrcisc. manual procedures and modalities to treat patients, therefore making supervision merely administrative. 2.) Physicians arc rarely actually on-site and 
devoting time to physical therapy supervision 3.) The supervising physician in a group practice usually does not have knowledge of his/ hers partners referrals. 

Safety of CMS s beneficiaries should be the driving factor making CMS policy. But, the exemption of in-office ancillary physical therapy services are not as safe 
as indcpcndcnt clinic scrviccs. Physician owned practice tend to attract less qualified and lcss experienced clinicians. Physician groups in central Ohio attract 
young thcrapist through higher wages. But, most board certified therapist and thcrapist with significant clinical experience will not work for physician owncd 
practicc probably duc to thc ethical concerns with the practice. And whcn financial incentive is rcmoved from referring patients, the physician is more likely to 
rcfcr to a physical thcrapy practicc that produces good outcomes. Lcss qualified therapist is not the only safety concern. Physician owned practiccs in Central 
Ohio arc high volumc clinics. Paticnt rcpon less individual timc spent with physical therapist and morc time with ancillary staff or unsupcrvised. 

Allowing thc in-office ancillary cxcmption to continue is not fiscally responsible. Over utilization with physician owned practices is well documented. The OIG 
rcport in May of 2006 supports this statement. And CMS policy also indirectly affects healthcare cost. Many commercial payers reimburse physician owned 
practiccs highcr ratcs for thc same physical therapy services delivered by independent practices. With rising healthcare cost a national epidemic, terminating 
physical therapy as a DHS will only save CMS funds and set a prcccdent for other paycrs to follow. 

Sinccrcly. 
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Submitter : Ms. Elizabeth Emeterio Date: 08/29/2007 

Organization : Blount Memorial Hospital 

Category : Comprehensive Outpatient Rehabilitation Facility 

Issue Areas/Comments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dear Sir or Madam: 
I am a Certified Athletic Trainer who works in a comprehensive outpatient rehabilitation clinic in mral East Tennessee. Our clinic is a satcllite of the only hospital 
in Blount County and treats a broad range of patients with varied diagnoses and insurance plans. People insured by Medicare make up about 35-55% of our 
paticnt population at any given timc. 
I am writing today to voicc my opposition to the therapy standards and rcquircments in regards to the staffing provisions for rehabilitation in hospitals and 
facilitics proposcd in 1385-P. 
Whilc 1 am conccmed that thcsc proposed changes to the hospital Condit~ons of Participation have not received the proper and usual vetting, I am more concerned 
that thcsc proposcd mlcs will crcatc additional lack of acccss to quality hcalth carc for our patients. 
As an athlctic trainer, I am qualificd to perform physical medicine and rehabilitation scrvices, which you know is not the same as physical therapy. My cducat~on, 
clinical cxperiencc, and national certification exam ensure that my patients receive quality hcalth care. State law and hospital medical professionals have deemcd 
mc qualificd to pcrform thcse scrvices and these proposed regulations attempt to circumvent those standards. 
Thc lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
concerned with the hcalth of Americans, especially those in rural areas, to fiuther 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-effectivc trcament available. 
Sincc CMS sccms to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommcndations 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 proposcd changcs rclated to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 
Sincerely, 
Elizabcth A. Emetcrio, MS. ATC 
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Submitter : Mr. John Mascola Date: 08/29/2007 

Organization : West Essex School District 

Category : Other Health Care Professional 

Issue Areas/Comments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dcar Sir or Madam: 

My name is John Mascola. I am a Certified Athletic Trainer, with a bachelor s degree in biology from Rutgers University. For the last seven years I have been 
cmploycd at Wcst Esscx Rcgional School District, in North Caldwcll. In this capacity I am responsible for over 200 students, at both the high school and junior 
high school Icvcls. 

I am writing today to voicc my opposition to thc therapy standards and requ~rcments in regards to the staffing provisions for rehabilitation in hospitals and 
facilities proposcd in 1385-P. 
Whilc I am conccrncd that thcsc proposcd changes to the hospital Conditions of Participation have not received the propcr and usual vetting, 1 am more concerned 
that thcsc proposcd rulcs will crcatc additional lack of access to quality hcalth care for my paticnts. 
As an athletic traincr. 1 am qualified to perform physical medicine and rehabilitation serviccs, which you know is not the same as physical therapy. My education, 
clinical cxpcricncc, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have decmcd 
mc qualified to perform thesc serviccs and these proposcd regulations attempt to circumvent those standards. 

Thc 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 
concemcd 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 proposcd changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
recomrncndations of those professionals that are tasked with overseeing the day-to-day hcalth care needs of their patients. I respectfully request that you withdraw 
thc proposcd changcs rclatcd to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sinccrcly, 
John C. Mascola, ATC 
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Submitter : Dr. shakeel Siddiqui 

Organization : Baylor College of Medicine 

Category : Physician 

Issue AreasIComments 

GENERAL 

Date: 08/29/2007 

GENERAL 

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

Rc: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Ycar Rcvicw) 

Dcar Ms. Norwalk: 

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

Whcn the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician scrviccs. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $1 6.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionately high Medicare populations. 

In an cffon to rcctify this untcnablc situation, the RUC recommended that CMS increase the anesthesia converjion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthes~a unit and serve as a major step forward in correcting the long-standing 
undervaluation of anesthcsia scrviccs. I am pleased that thc Agcncy accepted this recommendation in its proposed rule, and 1 support full implementation of the 
RUC s recommendation. 

To cnsurc that our paticnts havc acccss 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. 
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Submitter : Dr. Kirk Bailey 

Organization : Dr. Kirk Bailey 

Category : Physician 

Issue Areas/Comments 

Date: 08/29/2007 

Resource-Based PE RVUs 

Resource-Based PE RVUs  

Lcslic V. Nowalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Medicaid Services 
Attcntion: CMS- 1385-P 
P.O. Box 80 18 
Baltimore, MD 2 1244-801 8 

Rc: CMS- 1.385-P 
Anesthcsia Coding (Part of 5-Ycar Rcvicw) 

Dcar Ms. Norwalk: 

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

Whcn thc RBRVS was instituted, it created a huge payment disparity for anesthesia carc, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician scrviccs. Today, morc than a decade since the RBRVS took effcct, Medicare payment for anesthesia services stands at just $1 6.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionatcly high Mcdicarc populations. 

In an cffort to rcctify 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 
undcrvaluation of ancsthcsia scrviccs. I am pleased that the Agency accepted this rccommendation in its proposed rule, and I support full implementation of thc 
RUC s recommendation. 

To cnsurc that our paticnts have acccss to expert anesthesiology medical carc, it is imperativc that CMS follow through with the proposal in the Fcderal Rcgistcr 
by fully and immcdiatcly implcmcnting thc ancsthcsia conversion factor increase as rccommended by the RUC. 

Thank you for your consideration of this serious matter 
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Submitter : 

Organization : 

Category : Physical Therapist 

lssue AreasIComments 

Date: 08/29/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

I would like to comment on the proposed rule for the 2008 Medicare physician fee schedule in regards to self referral (Stark) Law changes, 

I strongly recommend that physicians not treat patients in their office as an ancillary service and it should not be payable incident to the physician services. 1 
havc becn in practicc as a physical therapist for 38 years and havc practiced in many service situations. Although there are those that will always act in a 
profcssional, cthical manner, your own (Florida) investigation sadly demonstrates a substantial rate of fraud in physical therapy billing in physician ofticcs. 

The physical thcrapist is also at fault by allowing or being unaware of billing and documentation failures. They, too, can be lured by higher wages and benefits 
physicians can pay bcyond rates allowed to an indcpcndent physical therapy practice (IPTP). This is prevalent, although therapists who allow such an arrangement 
arc lowly rcgarded in our profession. They are financially rewardcd and motivated. Physical therapy services are not provided by the best provider, but by the 
financially linkcd services. In such a physician owned practicc (POP), thc patient is not given a choice. A patient may insist on receiving care somewhere else, 
but the phys~c~an s office is often likely to be uncooperative with insurance and legal practice requirements to the patient and physical therapy provider. 

The therapist in a POP can, of course, choose to act ethically, yet that is not often the case. The heart is deceitful above all things and beyond cure. Who can 
understand it? It then becomes your responsibility to provide law and regulation. Please prevent abuse, remove favoritism in practice provision and remove the 
incentivc of rcfcrral for profit in an incident to physician billing loop hole of the Stark Law. 

Sinccrely. 
070 16 
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Submitter : Dr. Donald Reno Date: 08/29/2007 

Organization : Michigan Association of Chiropractors 

Category : Health Care Provider/Association 

Issue Areas/Comments 

Technical Corrections 

Technical Corrections 

The proposed rule dated July 12 contalns an item under the Technical Corrections section calling for the current regulation permining a beneficiary to be 
reimbursed by Mcdicare for x-rays taken by a non-trcating provider and used by a doctor of chiropractic to determine a subluxation to be eliminated. I am writing 
in strong opposition to this proposal. 

I bclicvc that this provision will scverely hamper patient care. Subluxation detection does indeed rely on the use of x-ray. In some cases, the patient will require 
an x-ray to dctcrrnine pathologic changes. And, findings of that type would require a referral for other trcatmcnt. 

By limiting a DC from referring an x-ray, the cost to the Medicare patient will go up significantly due to the necessity of a referral to another provider 
(orthopedist, rheumatologist, etc.) for evaluation prior to referral to the radiologist as it is now. With fixed incomes and limited resources, Medicare patients may 
choose to forego 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. 

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

Donald M. Rcno, D.C. 
Vicc Prcsidcnt 
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Submitter : Mr. Keith Davis 

Organization : University of Pennsylvania 

Category : Health Care Professional or Association 

Issue AreaslComments 

Date: 08/29/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dear Sir or Madam: 

I'm currently starting my 2nd year at a highly touted institution and in my 3rd year of being nationally certified. I get the chance to work with the very best and 
brighcst studcnt-athlctes cvcry day, and I'm thankful for that. Last year 1 rcceivcd my Masters' of Education in Kinesiology from one of the top Athletic Training 
Universities in the country. My research project was an award finalest at our national convention and is currently in review for publication. Even though 1 am 
young, I am highly qualified at what 1 am trained to do. 

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

While I am concerned that these proposcd changes to the hospital Conditions of Participation havc not received the proper and usual vening, 1 am more concerned 
that thcse proposcd rulcs will crcate additional lack of access to quality health care for my patients. 

As an athlctic traincr, I am qualified to perfom physical medicinc and rehabilitation services, which you know is not the same as physical therapy. My education, 
clinical cxpcriencc, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed 
mc qualificd to perfom these scrvices 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 thc health of Americans, especially those in rural arcas, to further restrict their ability to receive those services. The flexiblc current standards of 
staffing in hospitals and othcr rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-cffcctive treatment available. 

Sincc CMS sccms to havc comc to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommcndations 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 proposed changes rclated to hospitals, rural clinics, and any Medicare Part A or B hospital or rchabilitation facility. 

Sinccrcly, 

Kcith F. Davis, MEd, ATC 
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Submitter : Mrs. Kasey Rolfes Date: 08/29/2007 

Organization : Advanced Orthopaedic Specialists 

Category : Other Health Care Professional 

Therapy Standards and 
Requirements 

Therapy Standards and Requirements 

Dcar Sir or Madam: 

I am an athlctic traincrcurrcntly cmployed in an orthopaedic clinic in Maryland. This office participates with all insurances, including the insurances for thc less 
fortunatc population, which most othcr offices in our area do not. Within this office I act as the sole provider of physical rehabilitation services under the dircction 
and supcrvision of the physician. Although patients are always givcn a choice of where to have these services performed, many choose to receivc them in our office 
duc to thc easy acccss to the physician during rehabilitation and the peace of mind that they arc being treated exactly how the physician has ordered. 

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 1 am concerned that thcse proposed changes to the hospital Conditions of Participation have not rcceived thc proper and usual vetting, I am more concerned 
that thesc proposed rulcs will crcatc 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 expericncc, and national certification exam ensure that my patients receive quality health care. State law and hospital mcdical professionals have deemed 
mc qualified to perform these scrvices and these proposed regulations attempt to circumvent those standards. 

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

Sincc CMS secms 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 
thc proposed changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sincerely, 

Kasey Rolfes, MS, ATC, PES 
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Submi t te r  : Date: 08/29/2007 

Organizat ion : 

Category : Physical Therap i s t  

Issue Areas/Comments  

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Mr. Kcrry N. Wccms 
Centcrs for Mcdicarc and Mcdicaid Serviccs 
U.S. Dcpartmcnt of Hcalth and Human Scrvices 
8-28-2007 

Subject: Mcdicarc Program; Proposed Revisions to Payment Policies undcr thc Physician Fee Schedule, and Other Part B Payment Policics for CY 2008; 
Proposcd Rulc 

Mr. Kcrry N Wcems, 

I am a outpatient physical therapist in a rural community that serves several surrounding communities. I have been a physical therapist for three years. My 
cxpcricncc encompasses in and out patient settings in hospitals as wells as privately owned clinics. I am writing you this letter to comment on the July 12 
proposed 2008 physician fee schedulc rule. I will be focusing my comments on the physician self-referral and the in-office ancillary services exception. 

I would urgc action on your part to remove physical therapy services from the designated health service. This current system makes abuse and overuse of physical 
thcrapy scrviccs to casy in a system that is already shained. It is my belief that there is no overwhelming benefit for the Medicare patient to be treated in a 
physician owncd physical thcrapy clinic. 1 do believe that there is an ovenvheIming benefit for the physician to own a physical therapy clinic due to the current 
law restrict~ng a physical therapist from direct access to patients without a physician s referral. A patient may be referred to a physician owned clinic to enhance 
his financial gain not neccssarily provide the best heatment possible for that patient. I would comment that the physician practice of referring patients to physical 
thcrapy trcatmcnt has becomc more about financial gain than what is best for the patient. For example, my patient had surgery and she was told that only their 
in-officc physician owned facility was capable of getting a successful outcome for that particular surgery, so this patient was forced to have1 three times a week for 
a month or morc to a physician owned facility that was one and half hours away from her residence. I believe this is a prime example of abuse of the current rules 
and by no mcans does this protect patients from undue hardship and unethical decision making. 

I belicvc that thc continucd growth of physician owned physical therapy clinics would create an environment for heating physical therapists to become complacent. 
The physical thcrapy clinic that is owned by non-physicians work to earn every referral with consistent good outcomes from the patient referred to the clinic by 

physicians. A non-physician owned clinic is made by its reputation and current good standing in the community and not by the deals for profit sharing and 
partial ownerships with rcfcrring physicians. I personally am driven to provide the best heahnent possible with the knowledge availabIe to me today to my patient 
bccausc my professional and financial future depends on the outcomes I can achieve to foster continued growth and good relations with patients, physicians, and 
the community. If as a physical therapist you are provided with patients from a referring physician only because that physician will gain financial benefits from 
that rcfcrral thcn the rcferral becomes more about tinancial benefit and less about maximum physical benefit. 

In closing, I appreciate the opportunity to state my thoughts about this subject matter. I also thank you for your careful consideration of this topic, Mr. Weems, 
because this decision could ultimately hurt patients and cause mass abuse of Medicare funds. 
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Submitter : Christopher Hayden Date: 08/29/2007 
Organization : Christopher Hayden 

Category : Physical Therapist 

Issue AreaslComments 

Physician SeIf-ReferraI Provisions 

Physician Self-Referral Provisions 

After 17 ycars of providing physical therapy I don't know of a singlc physician in my countylarea (northern NJ) that directly performs physical therapy proccdurcs 
in thcir officcs. Yct I can tcll you of thc many physicians who own PT facilities and have office staff to provide PT to patients. Thesc physicians have described 
to ma a situation in which thcy arc "supplementing thcir revenue stream" because physicianlmedical serviccs reimbursement fees are down". The physicians in my 
arca havc also opcncd surgical ccntcrs in an cffort to capturc "facility fecs" from Medicare and other insurance providers. These physicians have told me that cvcn 
if thcy sccrctly waivc out-of-nctwork dcductibles and copays from their patients they still capturc reimbursement that they have "othcrwisc would have missed". 
Most physicians arc traincd in providing medical proccdurcs and to not directly pcrfonn physical medicine procedures. Physicians realize that physical medicine1 
physical thcrapy proccdurcs arc time consuming,skilled, and proven effective. However, thcy do not value the skill directly-individually; they only wish to 
posscss rcvcnuc-rcimburscmcnt that such services render. 

If a physician posscs thc skill and desire to provide physical therapy carc to a patient - fine. However, any othcr situation that allows for a physical to own 
and bill for such scrvice whilc utilizing any other personnel, or if they represent themselves as owners of "physical therapy companics1corporations"should be 
disallowed from participation in fcdcral programs like Medicarc. State, private insurance, workers cornp, and automobile insurance should recognize thc abuse and 
takc appropriatc action, too. I believe Centers for Medicare Services (CMS) should continue to limit the abusc of Medicare tax dollars not by cutting services, but 
by stopping thc illcgal and unethical draining of thesc dollars by covetous and greedy physicians and corporations. Please disallow physicians who own physical 
companics and corporations or who hire undertraincd personnel (incident to services) to rpovide physical therapy services from participation in Medicare programs. 
Lct's insurc thc survivability of thc Medicarc program. 

Rcgards. 

Chris Haydcn, PT 
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Submitter : Mr. Ron Carroll 

Organization : Arkansas State University 

Category : Other Health Care Professional 

Issue Areas/Cornrnents 

GENERAL 

GENERAL 

Date: 08/29/2007 

Dear Sir or Madam: 

I havc becn a practicing athletic trainer for 32 years at Arkansas State University. I received my bachelor's degree and master's degree with specialization in 
athletic training. I am a licenscd athletic traincr in the State of Arkansas. Athletic trainers arc approved as health care providers on the Arkansas any willing 
providor legislation. 

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

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

As an athlctic traincr, I am qualificd to perform physical mcdicine and rehabilitation services, which you know is not the same as physical therapy. My education, 
clinical cxpcricncc, and national ccrtification exam ensure that my patients receive quality health care. Statc law and hospital medical professionals have deemed 
me qualificd to pcrform thesc services and these proposcd 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 reshict 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 
rccommcndations 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. 

Sinccrcly, 

Ron Carroll MS, ATC, LAT 
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Submitter : Dr. Jaekeum Ro 

Organization : Sharon Hospital 

Category : Hospital 

Issue Areas/Comments 

Date: 08/29/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

LETTER 

Dcar Sir or Madam: 

I am an Athletic Traincr, Certified and working at a Sharon Hospital in Sharon, CT. I am a Certified Strcngth and Conditioning Specialist and Emergency 
Mcdical Technitian. 

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

Whilc I am conccrncd that these proposcd changes to the hospital Conditions of Participation have not received the propcr and usual vetting, I am more concerned 
that thcsc proposcd rulcs will crcatc additional lack of acccss to quality health carc for my patients. 

As an athlctic traincr, I am qualified to perform physical medicinc and rchabilitation scrvices, which you know is not the same as physical therapy. My 
cducation(with two Bachclor dcgrces, Two Master degrecss, and a Doctoral Degree), clinical experience, and national certification exam ensure that my patients 
rcccivc quality hcalth carc. Statc law and hospital mcdical professionals have deemcd me qualified to perfom these services and these proposed regulations 
ancmpt to circumvent thosc standards. 

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

Sincc CMS scems to have come to thesc proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommcndations of thosc professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw 
thc proposcd changcs relatcd to hospitals, rural clinics, and any Mcdicare Part A or B hospital or rehabilitation facility. 

Sinccrcly, 

Jackcum Ro, PhD, ATC. CSCS, EMT. 
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Submitter : Mr. Greg Gilmore 

Organization : Central College 

Category : Other Health Care Professional 

lssue AreaslComments 

Date: 08/29/2007 

GENERAL 

GENERAL 

Dcar Sir or Madam: 

My namc is Grcg Gilmorc and I am an athlctic traincr and instructor at Central Collcge in Pella, Iowa. 

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

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

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

Thc lack of acccss and workforcc shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
conccrncd with thc hcalth of Americans, especially those in ~ r a l  arcas, to further restrict their ability to receivc those services. The flexible current standards of 
staffing in hospitals and othcr rehabilitation facilities are pcrtinent in ensuring patients receive the best, most cost-effective treatment available. 

Sincc CMS sccms to havc come to thcsc proposed changcs without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommcndations of thosc professionals that arc tasked with oversceing the day-to-day health care needs of thcir patients. I respectfully rcquest that you withdraw 
thc proposcd changes relatcd to hospitals, mral clinics, and any Medicarc Part A or B hospital or rehabilitation facility. 

Sinccrcly, 

Grcg Gilmorc, MS. LAT, ATC, EMT-B 
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Submitter : Dr. Vrunda pandya 

Organization : nyu, department of anesthesia 

Category : Physician 

Issue Areas/Comments 

Date: 08/29/2007 

GENERAL 

GENERAL 

Vrunda Pandya, MD 
Dcpartmcnt of Ancsthcsia, NYU 
550 1st avcnuc 
Ncw York, NY 10026 
Rc: CMS-13854' 
Ancsthcsia Coding (Part of 5-Ycar 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. 1 am gratcful that CMS has 
rccognizcd thc gross undervaluation of ancsthesia services, and that the Agency is taking steps to address this complicated issue. 

Whcn thc RBRVS was institutcd, it created a hugc paymcnt disparity for anesthesia care, mostly duc to significant undervaluation of anesthesia work compared to 
othcr physician scrviccs. Today, more than a decade since the RBRVS took effect, Mcdicare payment for anesthesia services stands at just $1 6.1 9 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionatcly high Medicare populations. 

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

To ensurc that our patients havc access to expcrt anesthesiology medical care, it is imperative that CMS follow through with the proposal in thc Fcderal Registcr 
by fully and immediately implerncnting the ancsthesia conversion factor incrcase as recommended by the RUC. 

Thank you for your considcration of this serious matter. 
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Submitter : Adam Wallace Date: 08/29/2007 

Organization : Adam Wallace 

Category : Physician 

Issue AreasIComments 

GENERAL 

GENERAL 

Lcslie V. Nonvalk, Esq. 
Acting Administrator 
Centcrs for Mcdicarc and Mcdicaid Serviccs 
Attention: CMS-1385-P 
P.O. Box 801 8 
Baltimorc, MD 21 244-801 8 

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

Dear Ms. Nonvalk: 

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

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

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

Thank you for your consideration of this serious matter. 
Adam Wallacc 
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Submitter : Dr. Michael McGee 

Organization : Lenoir-Rhyne College 

Category : Academic 

Issue AreaslComments 

Date: 08/29/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dcar Sir or Madam: 

I am a faculty mcmber in a CAATE Athletic Training Education Program in North Carolina. We have worked diligently to educate our students to perform the 
dutics of thc cntry-lcvcl athlctic trainer. Recent changes within CMS have negatively impacted the available employment setting for our graduates and current 
ccrtificd athlctic traincrs. More importantly, the recent changes and new pmposals severely limit the public to the quality health care that a certified athletic traincr 
can providc. 
I am writing today to voicc my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and 
facilities proposed in 1385-P. 

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

As athlctic traincrs. wc arc qualified to perform physical medicinc and rchabilitation services, which you know is not the same as physical therapy. The education, 
clinical cxpcricncc, and national ccrtification exam ensure that our patients reccive quality health care. State law and hospital medical professionals have deemcd 
thc ccrtificd athlctic trainer to bc qualified to perform thesc services and these proposed regulations attempt to circumvent those standards. 

Thc lack of acccss and workforce shortage to fill therapy positions is widcly known throughout the industry. It is irresponsible for CMS, which is supposed to be 
conccrncd with thc health of Americans, especially those in rural areas, to further rcstrict their ability to reccive those services. The flexiblc current standards of 
staffing in hospitals and othcr rchabilitation facilities arc pertinent in cnsuring patients receivc the best, most cost-effective treatment available. 

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

Sinccrcly, 

Michacl R. McGcc, EdD, LAT, ATC 
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Submitter : Dr. Peggy Houglum 

Organization : Duquesne University 

Category : Physical Therapist 

Issue Areas/Comments 

Date: 08/29/2007 

GENERAL 

GENERAL 

I am a physical therapist and an athletic trainer with experience in working in clinics and hospitals. For the past 30 years I have had the opportunity to see and 
work from ''both sidcs of thc fencc". I am writing today to voicc my opposition to thc thcrapy standards and requirements in regards to thc staffing provisions for 
rchabilitation in hospitals and facilitics proposcd in 1385-P. 

Whilc 1 am conccmed that these proposed changes to thc hospital Conditions of Participation have not received the proper and usual vetting, I am morc concerned 
that thesc proposcd rules will create additional lack of access to quality health care for my paticnts. 

As an athletic trainer, cvcn without my physical therapy background, I am qualified to perform physical medicine and rehabilitation scrvices, which you know is 
not the same as physical therapy. My education, clinical experience, and national certification exam cnsure that my patients receive quality health care. State law 
and hospital mcdical professionals have deemed me qualified to perform these services and these proposed regulations attempt to circumvent those standards. 
Additionally, I can tcll you from pcrsonal experience as one who tcachcs rehabilitation to athletic training students. that athletic trainers are well suited to perform 
rchabilitation tasks. 

Thc lack of acccss and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to bc 
conccrncd with thc 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 bcst, most cost-effective treatment available. 

Sincc CMS sccms to havc comc to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommcndations of thosc professionals that arc tasked with overseeing thc day-to-day health care nceds of their patients. I respectfully request that you withdraw 
thc proposcd changcs related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Pcggy A. Houglum, PhD, ATC, PT 
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Submitter : Dr. Mark Lounsbury 

Organization : Dr. Mark Lounsbury 

Category : Physician 

Issue AreasIComments 

Date: 08/29/2007 

GENERAL 

GENERAL 

Lcslic V. Norwalk. Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Mcdicaid Services 
Attcntion: CMS-1385-P 
P.O. Box 8018 
Baltimorc. MD 21 244-801 8 

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

Dcar Ms. Norwalk: 

I am writing to cxpress my support for thc proposal to'incrcase anesthesia payments under the 2008 Physician Fee Schedule. Finally, CMS has recognized the 
gross undcrvaluation of ancsthesia services, and with this proposal the Agency is taking the first steps to address this issue. 

Whcn thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician scrviccs. Today, more than a decade since the RBRVS took cffect, Medicare payment for anesthesia services stands at just $1 6.19 per unit, or 
about $65 per hour. to carc for the most complex subset of our patients. This amount docs not even remotely come close to covcring the cost of caring for our 
nation s seniors. This IS and will create an unsustainable system in which anesthesiologists will be forced away from areas with disproportionately high Medicare 
populations. In my practice currently, I would discontinue participating with Medicare now if not for our agreements with our facilities. 

As you know, thc RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work undervaluation thereby beginning 
to correct thc long-standing undervaluation of anesthesia serviees. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support 
full implementation of the RUC s recommendation. 

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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Submitter : Perry Bonomo 

Organization : Madison Spine and Physical Therapy 

Category : Physical Therapist 

Issue AreasIComments 

GEVERAL 

GENERAL 

Scc Attatchrncnt 

Date: 08/29/2007 
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Submitter : Mrs. Meriah Hopstetter Date: 08/29/2007 

Organization : Bangor Area School District 

Category : Other Health Care Professional 

Issue Areas/Comments 

GENERAL 

GENERAL 

Dcar Sir or Madam: 

My namc is Mcriah Hopstcttcr. I am thc Head Athletic Trainer at Bangor Area High School which has approximately 600 individual athletes in a school ycar. I 
havc a Bachelor's dcgrcc from Pcnn State University and a Mastcr's degree from East Stroudsburg University. 

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

While 1 am concerned that thesc proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting. I am more concerncd 
that thcsc proposed rulcs will crcatc additional lack of access to quality health care for my paticnts. 

As an athlctic traincr, 1 am qualified to perform physical mcdicinc and rchabilitation services, which you know is not the same as physical therapy. My education, 
clinical cxpcricnce, and national certification exam ensure that my paticnts receive quality health care. State law and hospital medical professionals have deemed 
mc qualified to pcrform thesc scrviccs and these proposed rcgulations attempt to circumvent those standards. 

Thc lack of acccss and workforce shortagc to fill thcrapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
conccrncd with thc hcalth of Americans, especially those in rural arcas, to further restrict their ability to receivc thosc services. The flexible currcnt standards of 
staffing in hospitals and othcr rchabilitation facilities are pertincnt in ensuring patients receive the best, most cost-effective treatment available. 

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

Sinccrcly, 

Mcriah Hopstcttcr, M.Ed., ATC 
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Submitter : Dr. Jerel Eaton 

Organization : Dr. Jerel Eaton 

Category : Chiropractor 

Issue Areas/Comments 

Date: 08/29/2007 

Coding-Reduction In TC For 
Imaging Services 

Coding--Reduction In TC For Imaging Services 

This proposcd change is discrimitory for chiropratic paticdts. This change will cost them in time and money for duplication of services and of non necessary office 
visits to thcir mcdicallostcopathic physcian. 
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Submitter : Mr. Tim Happel 

Organization : Professional Sportscare & Rehab 

Category : Health Care Professional or Association 
Issue AreaslComments 

Date: 08/29/2007 

GENERAL 

GENERAL 

Dcar Sir or Madam: 

My namc is Tim Happcl, I am an athlctic trainer in thc clinicalhigh school scning. I rcccntly graduated from an NATA accredited univcrsity for athletic haining 
Towson Univcrsity. My daily responsibilities at my job include working in a PT clinic and at a local high school in the afternoons and weekends. This includes 
referring athletes to the proper people including PCPs, all specialty physicians, and my physical therapy office to assist my care of the athletes. This bill will 
scvcrcly hindcr my ability to do my daily responsibilities. 

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

Whilc I am conccrncd that thcsc proposed changcs to the hospital 
Conditions of Participation havc not reccivcd the proper and usual 
vctting. I am marc conccrncd that thcsc proposcd rules will create 
additional lack of acccss to quality hcalth care for my patients. 

As an athlctic traincr, I am qualiticd to pcrform physical medicine and rehabilitation serviccs, which you know is not the same as physical therapy. My education, 
clinical cxpcricncc, and national ccrtitication exam ensure that my patients receive quality hcalth care. State law and hospital medical professionals have deemed 
mc qualificd to perform thcse scrviccs and these proposed regulations attempt to circumvent those standards. 

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

Sincc CMS scems to havecome to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommcndations of thosc professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw 
the proposcd changcs relatcd to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sinccrcly. 

Tim Happcl, BS 
Professional SportsCarc & Rchab 
Hammond High School 
Head Athlctic Traincr 
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Submitter : Dr. Ryan Beall 

Organization : Hancock Anesthesia Group 

Category : Physician 

Issue Areas/Comments 

Date: 08/29/2007 

GENERAL 

GENERAL 

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

Rc: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Ycar Review) 

Dcar Ms. Nonvalk: 

I am writing to cxprcss my strongcst support for the proposal to increase anesthesia payments under thc 2008 Physician Fce Schedule. I am grateful that CMS has 
rccognizcd thc gross undcrvaluation of ancsthcsia scrvices, and that the Agency is taking steps to address this complicatcd issue. 

Whcn thc RBRVS was institutcd, it created a huge payment disparity for anesthcsia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician scrviccs. Today, morc than a decade since thc RBRVS took cffect, Mcdicarc 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 disproportionatcly high Mcdicarc populations. 

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

To cnsurc that our paticnts havc acccss to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Registcr 
by fully and irnmcdiatcly implerncnting the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious mattcr 
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Submitter : Date: 08/29/2007 

Organization : Bellin Health 

Category : Comprehensive Outpatient Rehabilitation Facility 

Issue AreastComments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dcar Sir or Madam: 
My name is Jim Beversdorf. I m a Licensed Athletic Trainer, Performance Enhancement Specialist, and Certified Strength and Conditioning Coach, employed by 
Bellin Health Sports Medicine in Green Bay, W1. As an athletic trainer 1 m assigned to Pulaski HS where 1 m responsible for the sports medicine care of some 
600 plus athlctcs on a ycarly basis. As a performance enhancement specialist L work in our newly build XL Athletic Performance Center where 1 pcrform 
movcmcnt chain assessment on each of our athletes to asscss how their bodies are working mechanically with the goal of improving deficiencies and improving 
ovcrall athlctic pcrformancc and reduction of injury. The services athletic trainers provide are vitally important to keeping these young athletes safc, hcalthy, and 
on thc playing ficld. 

1 an writing today to voicc 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 conccmcd that thcsc proposcd changes to the hospital Conditions of Participation have not reccived thc proper and usual vetting, I am more concerned 
that thcsc proposcd rules will crcate additional lack of acccss to quality health care for my paticnts. 
As an athlctic traincr, 1 am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My cducation, 
clinical cxpcricncc, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have decmed 
mc qualified to pcrform thcsc services and thcsc proposcd rcgulations attempt to circumvcnt those standards. 
Thc lack of acccss and workforcc shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
conccrncd with thc hcalth of Americans, especially those in rural areas, to further restrict their ability to receive thosc 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 sccms to havc come to these proposed changes without clinical or financial justification, 1 would strongly encourage the CMS to consider the 
rccommcndations 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 proposcd changcs related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 
Sinccrcly, 
J a m s  R. Bcvcrsdorf, ATC. LAT, PES-NASM, CSCS , 
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Submitter : Dr. David Powell 

Organization : American Society of Anesthesia 

Category : Physician 

Issue Areas/Comments 

Date: 08/29/2007 

GENERAL 

GENERAL 

Lcslic V. Nonvalk. Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Medicaid Serviccs 
Attention: CMS -1385-P 
Baltimore, MD 21244-8018 

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

Dcar Ms. Nonvalk: 
I am writing to cxprcss support for the proposed increasc to anesthesia payments under the 2008 Physician Fee Schedulc. 1 work in a Community Hospital 
where access to care for seniors has been limited by providers ability to care for patients with the low CMS reimbursement. The RUC has recommended that 
CMS incrcasc thc ancsthcsia conversion factor by 32% (about $4.00 1 unit). This would be a major step in corrccting a long standing, undervaluation of 
ancsthcsia scrviccs by CMS. 

Thc currcnt rcimburscment docs not cover the cost for caring for our seniors and draws anesthesiologists away from hospitals likc mine with large Medicare 
populations. It is impcrative that CMS follow through with the proposal in the Federal Regisby and immediately implement the increase in the anesthesia 
convcrsion factor as rccommended by thc RUC. 

Thank you for your consideration, 

David C. Powcll M.D. 
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Submitter : Ms. Laurel Horne 

Organization : Ms. Laurel Horne 

Category : Other Health Care Professional 

Issue Areas/Comments 

Date: 08/29/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dcar Sir or Madam: 

1 am a studcnt at Plymouth Statc University in New Hampshire. Currently my educational focus is Athlctic Training. I have three semesters left to completc my 
graduatc dcgrcc and sit for the Athletic Training Exam (BOC). 

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

Whilc 1 am conccrned that thcse proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned 
that these proposcd rules will crcate additional lack of acccss to quality health care for my patients. 

As an athletic trainer, I am qualificd to perform physical medicinc and rehabilitation services, which you know is not thc same as physical therapy. My education, 
clinical cxpcriencc, and national ccrtification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed 
mc qualificd to pcrform thcsc scrviccs and these proposed regulations attempt to circumvent those standards. 

Thc lack o f  acccss and workforce shortage to fill thcrapy positions is widcly known throughout the industry. It is irresponsible for CMS, which is supposed to bc 
conccrncd with thc hcalth of Americans, especially thosc in rural areas, to furthcr rcstrict thcir ability to receive those scrvices. The flexible current standards of 
staffing in hospitals and othcr rehabilitation facilities arc pcrtinent in ensuring patients receive the bcst, 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 consider the 
rccommcndations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respatfully request that you withdraw 
the proposcd changcs relatcd to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sinccrcly, 

Laurcl Hornc (Athletic Training Student) 
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Submitter : Dr. Papiya Sengupta 

Organization : St Elizabeth's Medical Center 

Category : Physician 

Date: 08/29/2007 

Issue AreasIComments 

GENERAL 

GENERAL 

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

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

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

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

In an cffolt 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 f o ~ i a r d  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 expen anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immcdiatcly implemcnting the anesthesia conversion factor increase as recommcndcd by the RUC. 

Thank you for your considcration of this serious matter. 
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Submitter : Dr. Edward Hoglund Date: 08/29/2007 

Organization : Hoglund Chiropractic Center, P.A. 

Category : Chiropractor 

GENERAL 

GENERAL 

With all due respect to our lawmakers and your dedicated service to our country please allow me to comment on proposed nonpayment of radiology serviccs 
ordered by Chiropractors. 
After 2 1 years of practice, on numcrous occasions, we have found problems on x-rays taken at our office or ordered by our office on medicare patients. These 
include abdominal aortic aneurysms (some that were surgical), significant acute spinal compression fractures and severe hip degeneration that we refer for surgery. 
We have also found paticnts with primary andlor metastasis spinal or pelvic cancers. 
Dr. William Mayo of thc Mayo Clinic once said, "The best interest of the patient is the only interest to be considered." 
Thank you for your time and consideration on this matter. 
Sincerely, 
Edward W. Hoglund, D.C. 
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Submitter : Date: 08/29/2007 
Organization : 

Category : Physical Therapist 

lssue Areas/Comments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

I am a physical thcrapist with 4 years of cxperience. I havc practiced in multiplc statcs and settings including pediatrics, outpatient orthopaedics, and nursing 
homc carc (nonc physician owncd). Ovcr thc past 4 years I have seen a dramatic shift in the practice of Physical Therapy as physician owned clinics increase in 
prcvalancy and I am conccmed. Thcse arrangements encourage financial inccntivc for patient referall and decrcase quality of care to clients. High client volume 
and lcss timc to spcnd with patients negativley effects outcomes and increascs average visit per rcferral costing the patient and the insurance company. In addition 
grcat thcrapists who spcnd onc on one time and care for patient outcomes shugglc to compete. In my currcnt outpaticnt practice I have no consistent orthopaedic 
physician rcferalls duc to thc fact that almost every onhopaedic M.D. in town owns thcir own practice. I will have individuals who live down the sheet ask if 
thcy can comc hcrc for therapy and physicicans say NO. How is this in the best intcrcst of clients- to have to drivc across town 3 times a wecks sometimes with 
scvcrc injurics limiting driving abilities. As a therapist I pride mysclf on evidencc based practice and individualized care. I feel because of this I can provide low 
cost cffcctivc trcatmcnt and grcat outcomes to patients. This can bc dcmonshated by the number of paticnts I have treated who had previously been seen in 
physician owncd clinics for 4.6,s wccks of Physical therapy without rcsult. I have takcn thesc same clicnts and in an average of 10-12 visits given them more 
rcsults than thcy havc sccn in months. Why??? you may ask. As I said I hope some accounts to my philosophy of practice but additional reasoning may lay in 
thc cuurcnt organization of hcalthcarc shucture. If physicians are receiving financial incentive for clicnts to receive longer treatment I fcel it is easy for outcomes to 
bc sacraficcd or simply ovcrlookcd. Additional argumcnts I havc read regarding this issuc lay in the importance of communication during P.T. plan of care. I 
challcngc you to find a non-physician owncd physical therapists who is not willing to provide any amount of communication and input to a physician to have 
good relationships in regards to what is best for a patient. I rcalizc physician lobbying and power is much greater and more organized than other health care 
professionals and paticnts themselves, but I encourage you to really look at this issue in thc light ofwhat is huly best for the individual not the healthcare 
provider. Thank you for taking thcse eonsidcrations into account. 
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Submitter : Mr. Brian Coles 

Organization : IPSC Medical Clinic 

Date: 08/29/2007 

Category : Health Care Professional or Association 

Issue AreasIComments 

GENERAL 

GENERAL 

Dcar Sir or Madam: 

I am a ccrtificd athlctic trainer that has spent 15 years, my entire career, working under thc dircction of a physician in an outpatient facility. My hainlng and 
certification makc mc vcry qualified for this work havc had great success in earning the trust ofpatients and physicians I work with. I currently work in an 
industrial on sitc rchabilitation facility for a power plant. I have a BS and MS degree and am certified as an Athletic Trainer (ATC) 

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

I am vcry conccmcd that thcsc changcs will have a direct negative impact on thc quality of health care my patients receive. It appears these changes have bcen 
initiatcd without propcr fccdback, invcstigation and or actual nccd. Thcsc proposcd changes to the hospital Conditions of Participation limit patients and thcir 
acccss to providers. 

As an athlctic traincr, I am traincd, ccrtified and very qualified to perform physical medicine and rehabilitation services, which you know is not the same as 
physical thcrapy. Utah Statc law have deemed me qualified to perform thcse scrvices and these proposed regulations attempt to circumvent those standards. 

It would sccm irrcsponsiblc for CMS, which is supposed to be concerned with the health of Americans, especially those in rural areas, to further restrict their 
ability to rcccivc thosc services; especially with the shorter of qualified providers in this country and specifically rural areas. The flexiblecurrent standards of 
staffing in hospitals and othcr rchabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available. 

Sincc CMS sccms to havc come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommcndations of thosc profcssionals that are taskcd with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw 
thc proposcd changcs rclatcd to hospitals, rural clinics, and any Medicarc Part A or B hospital or rehabilitation facility. 

Sinccrcly, 

Brian L. Colcs. MS. ATC, CSCS 
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Submitter : Dr. Kenneth Heeringa 

Organization : Dr. Kenneth Heeringa 

Category : Physician 

Issue Areas/Comments 

Date: 08/29/2007 

GENERAL 

GENERAL 

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

Rc: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Ycar Rcvicw) 

Dear Ms. Nonvalk: 

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

Whcn thc RBRVS was institutcd, it creatcd a huge paymcnt disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
other physician scrviccs. Today, more than a decade since thc RBRVS took 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 disproportionatcly high Mcdicarc populations. 

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

To cnsurc that our paticnts havc access to expcrt ancsthcsiology 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 incrcase as recommcnded by the RUC. 

Thank you for your considcration of this serious matter 

Kcnncth Hccringa, D.O. 
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Submitter : Mr. Keith Naugle 

Organization : University of Florida 

Category : Other Health Care Professional 

Issue AreasICornrnents 

Physician Self-Referral Provisions 

Date: 08/29/2007 

Physician Self-Referral Provisions 

Dcar Sir or Madam: 

My namc is Kcith Naugle, 1 am currently a faculty at the University of Florida's Undergraduate Athletic Training Program. 

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. 

Whilc I am concerned that thcse proposed changes to the hospital Conditions of Participation havc not rcceived the proper and usual vetting, I am more concerned 
that thcsc proposed rulcs will creatc additional lack of acccss to quality health care for my patients. 

As an athletic traincr, I am qualified to perform physical medicine and rchabilitation services. which you know is not the same as physical therapy. My education, 
clinical cxpcricncc, and national certification cxam ensure that my paticnts rcccivc quality hcalth care. State law and hospital medical professionals have deemed 
mc qualified to perform thcse scrvices and these proposed regulations attcmpt to circumvent those standards. 

Thc lack of acccss and workforcc shortagc to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
conccrncd with thc hcalth of Americans, especially those in rural areas, to further restrict their ability to reccivc those services. The flexible current standards of 
staffing in hospitals and othcr rehabilitation facilities are pertinent in ensuring patients reccivc the best, most cost-effective treahncnt available. 

Sincc CMS sccms to havc come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommcndations of those professionals that are tasked with ovcrseeing the day-to-day hcalth care needs of their patients. I respectfully request that you withdraw 
thc proposcd changes rclatcd to hospitals, rural clinics, and any Medicare Part A or B hospital or rchabilitation facility. 

Sinccrcly. 

Keith Naugle MS ATC NSCA-CPT 
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Submitter : Dr. Mark Schur Date: 08/29/2007 

Organization : Dr. Mark Schur 

Category : Chiropractor 

Issue AreaslComments 

Technical Corrections 

Technical Corrections 

Thc proposcd rule dated July 12 contained an itcnm under the technical corrections scction calling for the current regulation that permits a beneficiary to be 
rcimburscd by Mcdicare for an X-ray taken by a nontreating provider and uscd by a DC to determine a subluxation,be eliminated. I AM WRITING IN STRONG 
OPPOSITION TO THIS PROPOSAL. Whilc subluxation does not need to be detected by an X-ray, in some cases the patient clinically will require an X-ray to 
idcntify a subluxation or to mlc out any "redflags", or to also determine diagnosis and treatment options. X-rays may also be required to help determine the need 
for further diagnostic tcsting i.e. MRI or for a referral to the appropriate specialist. By limiting a DC from referring for an X-ray study, the costs for patient care 
will go up significantly due to the necessity of a refcrral to another provider (onhopcdist or rheumatologist,etc.) for duplicativc cvaluation prior to refcrral to the 
radiologist. With fixcd incomes and limited resources seniors may choose to forgo X-rays and thus nceded treatment. If trcatment is delayed illnesses that could 
bc lifc thrcatcn~ng may not bc discovcrcd. Simply put, it is the patient that will suffer as result ofthis proposal. I STRONGLY urge you to table this proposal. 
Thcsc X-rays, if nccdcd, arc intcgral to the overall treatment plan of Mcdicarc patients and, again, it is ultimately the patient that will suffer should this proposal 
bcco~nc standing regulation. 

Page 1606 of 2934 August 30 2007 08:35 AM 



Submitter : Mr. Steven Orme Date: 08/29/2007 

Organization : Lebanon Valley College, Sports Medicine 

Category : Other Health Care Professional 

Issue AreaslComments 

GENERAL 

GENERAL 

Dcar Sir or Madam: 

My name is Stevcn Orme and I work at Lebanon Valley College, in Annville, PA as a certified athletic trainer. I have received my BS in athletic training from 
Brigham Young Univcrsity and my MEd from the Univcrsity of Virginia. 

I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and 
facilities proposcd In 1385-P. 
Whilc 1 am conccmed that these proposcd changes to the hospital Conditions of Participation have not received the proper and usual vetting, 1 am more concemcd 
that thcsc proposcd rules will crcatc additional lack of access to quality health care for my patients. 
As an athlctic traincr, 1 am qualified to perform physical mcdicine and rehabilitation services, which you know is not the same as physical therapy. My education, 
clinical expcriencc, and national certification exam ensure that my patients reccivc quality health care. State law and hospital medical professionals have dcemed 
n ~ c  qualificd to pcrform thcsc scrviccs and thcsc proposed regulations attempt to circumvent thosc standards. 
Thc lack of acccss and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
conccmcd with the health of Americans, cspccially 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 secms 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 ovcrseeing 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, 
Stevcn Orme, ATC. 
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Submitter : Dr. Chris Kelsch 

Organization : United Health Chiropractic and Wellness 

Category : Chiropractor 

Date: 08/29/2007 

Issue Areas/Comments 

GENERAL 

GENERAL 

1 strongly urge you to not repeal the right of chiropractors to refer to other physicians for X-rays. This has no benefit to patients and only harms their ability to 
get good chiropractic care. There is no medical basis for this decision. If you are going to do this think about the patients that you will bc harming. 
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Submitter : Mr. Casey Christy 

Organization : Mr. Casey Christy 

Category : Health Care Provider/Association 

Issue Areas/Comments 

Date: 08/29/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dcar Sir or Madam: 

I havc workcd as a ccrtificd athletic traincr in a secondary school sctting for 15 years. I also teach college athletic training courses as an adjunct instructor. 

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

Whilc I am conccrncd that thcsc proposcd changcs to thc hospital Conditions of Participation have not received the proper and usual vetting, I am more conccrncd 
that thcsc proposcd rulcs will crcatc additional lack of acccss to quality hcalth care for my patients. 

As an athlctic traincr. I am qualificd to perform physical mcdicinc and rehabilitation scrviccs, which you know is not thc samc as physical thcrapy. My education, 
clinical cxpcricncc, and national certification exam cnsurc that my paticnts rcccivc quality hcalth care. State law and hospital medical profcssionals havc dccmcd 
mc qualificd to pcrform thcsc scrviccs and thesc proposcd regulations attempt to circumvent those standards. 

Thc lack of acccss and workforce shortage to fill therapy positions is widely known throughout the industry. It is irrcsponsible for CMS, which is supposed to be 
conccrncd with thc hcalth of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexiblc 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 sccms to havc comc to thcse proposcd changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommcndations of thosc profcssionals that arc tasked with ovcrsceing thc day-to-day health care needs of their paticnts. I respectfully request that you withdraw 
thc proposcd changcs rclatcd to hospitals, rural clinics, and any Mcdicare Part A or B hospital or rehabilitation facility. 

Sinccrcly. 

Cascy Christy. MA, ATC, CSCS 
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Submitter : Mr. Sean Hanrahan 

Organization : Mr. Sean Hanrahan 

Category : Other Health Care Professional 

Issue AreaslComments 

Date: 08/29/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dcar Sir or Madam: 

I am a ccrtificd athlctic trainer with licensure to practice medicine in the states of Massachusetts and Virginia. I completed my MSEd at Old Dominion University, 
and currcntly work at Thc Apprcnticc School in Newport Ncws, Virginia. 

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

Whilc I am conccmcd that thcsc proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more conccmed 
that thcsc proposcd rulcs will crcate additional lack ofaccns to quality health carc for my patients. 

As an athlctic traincr, I am qualificd to perform physical medicine and rchabilitation scrvices, which you know is not the same as physical therapy. My education, 
clinical cxpcricncc, and national certification cxam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed 
mc qualificd to pcrform thesc serviccs and thesc proposed regulations attempt to circumvent those standards. 

Thc lack of acccss and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
conccrncd with thc health 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 cnsuring patients receive the best, most cost-effective treatment available. 

Sincc CMS sccms to havc come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommcndations of thosc professionals that arc tasked with overseeing the day-to-day health care needs of their patients. I respectfully rcquest that you withdraw 
thc proposcd changcs rclatcd to hospitals, rural clinics, and any Medicarc Part A or B hospital or rehabilitation facility. 

Sinccrcly, 

Scan Hanrahan, MSEd, ATC, CSCS 
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Submitter : Dr. Matthew MeCord 

Organization : St. Joseph Mercy Health System, Ann Arbor, MI 

Category : Physician 

Issue Areas/Comments 

Date: 08/29/2007 

GENERAL 

GENERAL 

Lcslic V. Nonvalk, Esq. 
Acting Administrator 
Ccntcrs for Medicare and Mcdicaid Scrviccs 
Attcntton: CMS-1385-P 
P.O. Bpx 801 8 
Baltimore, MD 21244-8018 

Rc: CMS- 1385-P 

Ancsthcsia Coding (Pan of 5-Ycar Rcvicw) 

Dcar Ms. Nonvalk: 

I am writing to cxpress my strongest support for the propobl 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. 

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

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

TO 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 ~mmcdiatcly implcmcnting thc anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 

Sinccrcly. 

Matt McCord, MD 
Dircctor, Mcdical Education 
Dircctor, Acutc Pam Scrvicc 
St. Joscph Mercy Hospital 
Dcpt. of Ancsthcsiology 
Ann Arbor, MI 
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Submitter : Mr. Glenn Sumner 

Organization : Southeastern Orthopaedics 

Category : Physician 

Issue AreasIComments 

GENERAL 

GENERAL 
My entire comment is noted in the attached Word document. 

CMS-I 385-P- 1081 2-Attach-I .DOC 
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August 22, 2007 

Department of Health and Human Services 
Attention: CMS-1385-P 

Re: Comments to CMS-1385-P, RIN 0938-A065 
Federal Register Notice Vol. 72, No. 133/Thursdayf July 15 2007/Proposed 
Rules 

Southeastern Orthopaedics (SEO), a 51 physician private orthopaedic practice located in 
Knoxville, Tennessee appreciates the opportunity to comment on the Centers for 
Medicare & Medicaid Services (CMS) proposed changes presented in the above 
referenced Federal Register Notice. Our comments are related to section 11. Provisions 
of the Proposed Regulation Related to the Physician Fee Schedule, M. Physician Self- 
Referral Provisions. 

Physician Self-Referral Provisions 

3. In-Office Ancillarv Services Exception 

SEO believes that the original intent of this exception which permits physicians to 
provide certain services in conjunction with the diagnosis and treatment of medical 
conditions is both appropriate and effective. Further, we agree with CMS in its desire for 
patients to receive a test or procedure only in a centralized building utilized by the group 
practice. We believe that services provided under the in-office ancillary services 
exception should be performed in a building where the core members of the group 
practice and their staff are present. Overall we believe the current definition of same 
building and centralized building should not be altered. 

Regarding the challenge to the exception for the provision of physical and occupational 
therapy services, again SEO agrees with the original intent of Congress. We believe 
CMS is now being given misinformation refuting the benefits of this arrangement. 
Clearly, a physician develops physical therapy protocols based on hislher treatment 
plan, not the location or employment of the therapy provider. At SEO (as is true with 
most orthopaedic practices) we have documented evidence that our therapy utilization 
per patient is equal to or less than independent physical therapy providers. Plus, the 
convenience and familiarity afforded patients through physician provided services are 
well understood, if not obvious. I n  the case of orthotics, in-office ancillary service 
providers predominantly provide pre-fabricated or off-the-shelf products, avoiding the 
custom fabricated fees that are often associated with independent orthotics and 
prosthetics providers. This, of course, reduces the overall cost to Medicare as well as 
the out-of-pocket costs to patients. 



11. Services Furnished 'Under Arransement" 

We would like to urge CMS to use caution in altering the rules relating to services 
furnished "under arrangements" as stated in Sections 1832, 1835(b) (I), 1861 (e), and 
1861 (w) (1) of the Act. I n  the document titled: United States Department of Health 
and Human Services, Final Report to the Congress and Strategic and Implementing Plan 
Required under Section 5006 of the Deficit Reduction A d  of 2005, section IV, B. Align 
Physician and Hospital Incentives, it states, "Alignment of value-based purchasing 
incentives will allow physicians and hospitals to work together to share in rewards that 
reflect their joint activities in improving care." A radical change to the Services 
Furnished 'Under Arrangement" exception could hinder the ability of hospitals and 
physicians to form joint venture arrangements that would mutually benefit hospitals and 
physicians, while reducing costs and allowing for more access to care for aging patients, 
and still fall within the federal government's Sustainable Growth Rate (SGR). Physicians 
can help with controlling the rising cost of health care, if they are looked at as 
contributors to a solution and not a cause of the problem. Prior to the establishment of 
Medicare, typically physicians we responsible for starting hospitals and other ancillary 
health care services to serve the community. There are many beneficial and cost 
effective patient services that will be adversely affected by a wide ranging corrective 
solution to a few suspect arrangements. Physicians and hospitals continue to receive 
reductions in their fee schedules to help Medicare stay within the SGR established by 
Congress. Eliminating one of the most effective mechanisms for providers to jointly 
work together to control costs and improve efficiencies should not be the response by 
CMS. 

Southeastern Orthopaedics believes it is in its best interest and that of the community 
at-large to do everything possible to help ensure the availability of quality health care 
services for future generations. The majority of physicians are concerned about the 
rising cost of health care and the future of the hospitals where they work. Physician and 
hospital joint ventures can be beneficial, if they are properly structured, managed and 
reviewed, while being transparent to patients, payers and regulators. We would ask 
that CMS move with caution when changing a rule to address a concern like the growth 
of nuclear imaging, and not create the undoing of many beneficial joint ventures that fall 
within the "Under Arrangements" exception. 

Sincerely, 

Glenn D. Sumner 
Chief Executive Officer 



Submitter : Dr. William Becker 

Organization : 0hio.Society of Pathologists 

Category : Physician 

Issue Areas/Comments 

Date: 0812912007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Thank you for the opportunity to submit comments on the Physician Self-Referral Provisions of CMS- 1385-P entitled Medicare Progmm; 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. I practicc in Columbus, Ohio as part of an academic pathology practicc. 

I applaud CMS for undertaking this important initiative to end self-referral abuses in the billing and payment for pathoIogy services. I am aware of arrangcmcnts 
that give physician groups a share of the revenues from the pathology services ordered and perfomled for the group s patients. I believe these arrangements are an 
abusc of thc Stark law prohibition against physician sclf-referrals and I support revisions to close the loopholes that allow physicians to profit from pathology 
scrviccs. 

Specifically I support the cxpansion of the anti-markup rule to purchased pathology interpretations and the exclusion of anatomic pathology from the in-office 
ancillary scrviccs cxccption to the Stark law. Thesc revisions to thc Mcdicare reassignment rule and physician self-refcrral provisions are necessary to eliminate 
financial sclf-intercst in clinical decision-making. I belicve that physicians should not be able to profit from the provision of pathology services unless the 
physician is capable of personally performing or supervising the servicc. 

Opponents to thcsc proposed changes asscrt that their captive pathology arrangements enhance patient carc. I agree that the Medicarc program should ensure that 
providcrs furnish care in the best intcrests of their patients, and, restrictions on physician self-referrals are an impcrative program safeguard to ensure that clinical 
decisions arc dctcrmined solcly on the basis of quality. The proposcd changcs do not impact the availability or dclivery of pathology services and arc designed 
only to removc thc financial conflict of intcrcst that compromises the integrity of the Medicare program. 

Sinccrcly, 

William 1. Bcckcr, DO MPH 
Prcsidcnt-Elcct, Ohio Socicty of Pathologists 
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Submitter : Ms. Sarah Earley 

Organization : OU Medical Center 

Category : Physician Assistant 

Date: 08/29/2007 

Issue Areas/Comments 

GENERAL 

GENERAL 

Lcslie V. Norwalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Medicaid Services 
Attcntion: CMS-1385-P 
P.O. Box 801 8 
Baltimorc. MD 21244-8018 

Ancsthcsia Coding (Part of 5-Year Review) 

Dcar Ms. Nonvalk: 

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

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

In an cffort to rcctify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthcsia scrviccs. I am pleased that the Agency accepted this rccommendation 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 recommcnded by the RUC. 

Thank you for your cons~deration of this serious matter. 

Sinccrcly. 

Sarah J. Earlcy, PA-C 
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Submitter : Ms. Lori Shelley 

Organization : Cleveland Clinic Foundation 

Category : Health Care Professional or Association 

Issue AreaslComments 

Date: 08/29/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dcar Sir or Madam: 

My namc is Lori Shcllcy. I am a nationally certified and state licensed athletic trainer. I have worked in the field of sports medicine for 18 years outside of my 
collcgc cducation. Prcscntly 1 am cmploycd by thc Clcvcland Clinic Foundation as an athletic gainer. 1 perform physical rehabilitation at the clinical sctting and 
sports mcdicinc dutics at an arca high school. Dccreasing thc employment opportunities for athletic trainers will hurt many clients in need of our specialized 
training. Not to rncntion thc carc that athletcs rcquireinced. We complete tasks that cnsure thc safety prc/post injuries and typically have direct access to a 
physic~an(s) for communication conccming injurcd athlctcs. This is thc basis ofour cducation. Taking away the ability to employ ATC's because of jnsurancc 
provisions will lcavc many without jobs and reduction in salarics. Not to rncntion lcaving thosc participating in sporting activitics without competcnt care. 

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

Whilc I am conccmed that thcse proposed changes to thc hospital Conditions of Participation have not received thc proper and usual vetting, 1 am more concerned 
that thcsc proposcd rulcs will creatc additional lack of access to quality health carc for my patients. 

As an athlctic traincr, I am qualificd to perform physical medicine and rehabilitation services, which you know is not the same as physical thcrapy. My education, 
clinical cxpcricncc, and national certification exam cnsure that my patients receive quality health care. State law and hospital medical professionals have dcerned 
mc qualificd to pcrform thcsc scrvices and these proposed regulations attempt to circumvcnt those standards. 

Thc lack of acccss and workforce shortagc to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to bc 
conccrncd with thc hcalth of Amcricans, especially thosc in rural areas, to further rcstrict their ability to receive those serviccs. The flexible current standards of 
stafing in hospitals and othcr rchabilltation facilities arc pertinent in ensuring paticnts rcccive the best, most cost-effective treatment available. 

Sincc CMS sccms to havc comc to thcsc proposed changes without clinical or financial justification, 1 would strongly cncourage the CMS to consider the 
rccomrncndations of thosc professionals that are tasked with overseeing the day-to-day health care nceds of thcir patients. 1 respectfully requcst that you withdraw 
thc proposcd changcs rclated to hospitals, rural clinics, and any Mcdicare Part A or B hospital or rchabilitation facility. 

Sinccrcly. 

Lori Shcllcy, MA, ATC/L # 194 
Athlctic Traincr 
Clcvcland Clinic Foundation 
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Submitter : Dr. Kellie Kulow 

Organization : Kulow Chiropractic 

Category : Chiropractor 

Issue Areas/Comments 

Date: 08/29/2007 

Technical Corrections 

Technical Corrections 

Centcrs for Mcdicare and Medicaid Services 
Dcpartmcnt of Health and Human Serviccs 
Attcntion: CMS-1385-P 
PO Box 80 18 
Baltimorc. Maryland 2 1244-801 8 

Rc: TECHNICAL CORRECTIONS 

Thc proposcd rulc datcd July 12th contained an item under the technical corrcctions scction calling for the currcnt regulation that penits  a beneficiary to be 
rcimburscd by Mcdicarc for an X-ray taken by a non-treating providcr and used by a Doctor of Chiropractic to determine a subluxation, be climinated. I am 
writing in strong opposition to this proposal. 

Whilc 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 
"rcd flags." or to also dctcninc 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 rcferral to the appropriate spccialist. 

By limiting a Doctor of Chiropractic from rcfemng for an X-ray study, the costs for patient care will go up significantly due to the necessity of a referral to . 
anothcr providcr (orthopcdist or rhcumatologist, ctc.) for dupIicative evaluation prior to referral to the radiologist. With fixed incomes and limited resources 
scniors may choosc to forgo X-rays and thus needcd treatment. If treatment is delayed illnesses that couId be life threatening may not be discovered. Simply put, 
it is thc paticnt that w~ll suffcr as result ofthis proposal. 

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

Sinccrcly. 

Kcllie Kulow. D.C. 
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Submitter : Dr. allen hager 

Organization : Dakota Clinic / lnnovis 

Category : Chiropractor 

lssue AreaslComments 

Date: 08/29/2007 

Technical Corrections 

Technical Corrections 

I am writing in strong opposition to the removal of reimbursement by Medicare for radiology studies taken by a non-treating provider and then used by a Doctor 
of Chiropractic. Radiological studies are a vital part of patient assessment especially in this population. Quick and immediate attention serve as best practice in 
the trcatmcnt of common complaints this population group. I currently work in a multidisiplinary practice with many subspecialty providers all having the ability 
to rcfcr for radiological studies. Why would you limit one speciality group over the other? To eliminate the ability to refer to a qualified Radiologist utilizing an 
important diagnostic tool would jeopardize the quality of care and add additional cost as thcse patients would need to visit other providers to obtain the needed 
scrvicc. 

Thcrcforc I rccommcnd that you to tablc this proposal, in the best interest for this patient population receiving quality care 

alh 
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Submitter : Mr. William H. Dwight 

Organization : Dwight Orthopedic Rehabilitation Company 

Category : Physical Therapist 

Date: 08/29/2007 

Issue Areas/Comments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

As a liccnsed physical therapist of 27 years, a taxpayer and a voter, I strongly urge CMS to correct the loophole in the in office ancillary services exception process 
which allows physicians to refer and profit from physical therapy services they own, regardless of setting. The reasons are fundamental. 

All mcdical scrvices ordcred by physicians should be for the purposes of diagnostics or for the good ofthe patient. By allowing physicians to profit from the 
rcfcrral of paticnts to thclr owned scrvices, the underlying legitimacy of thc rcferral is tainted. 

Refcrral for profit physician owncd scttings have resulted in heavy utilization of physical thcrapy which has lead, ironically, to greatcr scrutiny of therapy services 
provided in cvcry cnvironmcnt cxccpt thc physician offcndcrs. 

Physicians Cherry-pick the better paying insurances, especially Medicare, and send HMO s and other lesser paying, but more utilization conscious payer based 
paticnts to indcpcndcnt providers. 

This is an important opportunity for CMS to act responsibly and send a message of legitimacy in health care to physicians. This will asslst in controlling 
costs, promoting appropriate care for the right reasons and bctter serving Medicare subscribers. 

As an administrator whose position is to set policy in the public interest, I hope you will act on this clear and appropriate opportunity to close this loophole and 
bring grcatcr legitimacy back to my profession. 

Thank you for your considcration. 

Sinccrcly, 

William H. Dwight. PT 
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Submitter : Ms. Scott Heinerichs 

Organization : West Chester University (PA) 

Category : Academic 

Issue AreasIComments 

GENERAL 

GENERAL 

Dcar Sir or Madam: 

Date: 08/29/2007 

My namc is Scott Hcincrichs and I am a professor and athletic trainer at Wcst Chcster University. For thc past seven years, 1 have taught undergraduate athletic 
training studcnts courscs ncccssary for their BS degree in athletic training in addition to serving as a clinician for our intercollcgiate football team. We do all of 
our cvaluations, rehabilitations prc and post operatively on campus. 

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

Whilc 1 am conccrncd that thesc proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned 
that thcsc proposcd mlcs will crcate additional lack ofaccess to quality health care for my patients. 

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

Thc lack of acccss and workforcc shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposcd to be 
conccrncd with thc hcalth of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of 
staffing in hospitals and othcr rchabilitation facilities are pertinent in ensuring patients receive the bcst, most cost-effect~ve treatment available. 

Sincc CMS secms to havc come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommcndations of those professionals that are taskcd with oversceing the day-to-day health care needs of their patients. I respectfully request that you withdraw 
thc proposcd changes rclatcd to hospitals, rural clinics, and any Medicarc Part A or B hospital or rehabilitation facility. 

Sincerely, 

Scott Hcincrichs MAT, ATC 
Instructor Dcpt. of Sports Mcdicinc 
Wcst Chcstcr Univcrsity 
West Chcstcr, PA 19380 
shcincrichs@wcupa.cdu 
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Submitter : Mrs. Rita Taylor Date: 08/29/2007 

Organization : NovaCare Rehabilitation 

Category : Other Health Care Professional 

Issue Areas/Comments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dcar Sir or Madam: 
My namc is Rita Taylor and I am a Certified Athletic Trainer, working in Pennsylvania. I have a Master of Science degree and work for NovaCarc Rehabilitation 
as a contract Athlctic Traincr to a Secondary School as wcll as working in the Physical Thcrapy Clinic 10 hours a week. 

1 am writing today to voice my opposition to the thcrapy standards and requirements in rcgards to the staffing provisions for rehabilitation in hospitals and 
facilities proposed in 1385-P. 
Whilc I am concerned that thesc proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, 1 am more concerned 
that these proposed rulcs 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 ofaccess and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
conccrned 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. 
Sinec CMS sccms to havc come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommcndations of thosc profcssionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw 
thc proposed changes rclatcd to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 
Sinccrcly. 
Rita Taylor. ATC. M.S. 
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Submitter : Matthew Cook 

Organization : Saco Bay Orthopaedic and Sports Physical Therapy 

Category : Other Health Care Professional 

Issue Areas/Comments 

Date: 08/29/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

My namc is Matthcw C. Cook and I am an Athletic Traincr. I work for Saco Bay Orthopacdic and Sports Physical Therapy in Southcm Maine. We are on 
outpaticnt physical therapy clinic consisting of 9 locations throughout thc southwcstcm arca of Maine. I am also thc Athletic Trainer at Thomton Acadcmy, a 
privatc high school locatcd in Saco, Mc. 

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

Whilc I am conccmcd that thcse proposed changcs to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned 
that thcsc proposcd mlcs will creatc additional lack of access to quality hcalth care for my paticnts. 

As an athlctic traincr, I am qualificd to pcrform physical medicine and rehabilitation scrvices, which you know is not thc same as physical therapy. My education, 
clinical cxpcricncc, and national certification exam ensure that my patients receivc quality health care. Statc law and hospital medical professionals have deemed 
mc qualificd to pcrform thcsc scrviccs and thesc proposed regulations attempt to circumvent those standards. 

Thc lack ofacccss and workforce shortagc to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposcd to be 
conccmcd with thc hcalth of Amcricans, especially those in mral areas, to further restrict their ability to rcccivc those services. The flexible current standards of 
staffing in hospitals and othcr rehabilitation fac~lities are pertinent in ensuring patients receive the best, most cost-effective heatment available. 

Sincc CMS sccms to havc comc to thesc proposed changcs without clinical or financial justification, I would strongly encourage the CMS to consider thc 
rccommcndations of thosc professionals that are tasked with oversceing thc day-to-day hcalth care needs of their patients. I respecthlly request that you withdraw 
thc proposcd changcs rclatcd to hospitals, mral clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sinccrcly, 

Matthcw C. Cook ATC CSCS 
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Submitter : Mr. Robert Neighbors 

Organization : AT1 physical therapy 

Category : Other Health Care Professional 

Issue AreaslComments 

Date: 08/29/2007 

GENERAL 

GENERAL 

Dcar Sir or Madam: 

1 am a certified athlctic trainer working for AT1 Physical Therapy and a local High School. 1 provide rehabilitative services in an outpatient PT clinic and I also 
providc Sports Mcdicinc covcrage to a local high school. I have two degrces from Westcrn Illinois University (B.S. Physical EducatiodAthletic Training. M.S. 
Physical EducationISports and Excrcisc Psychology). 

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

Whjlc 1 am conccmcd that thcse 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 traincr, 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 paticnts receive quality health care. State law and hospital medical professionals have deemed 
me qualified to perform thcse services and these proposcd regulations attempt to circumvent those standards. 

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

Sincc CMS secms to have come to thcsc proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommcndations o f  those professionals that are tasked with oversccing the day-to-day health care needs of their patients. 1 respecthlly request that you withdraw 
the proposcd changes related to hospitals. rural clinics, andany Medicare Part A or B hospital or rehabilitation facility. 

Sincerely, 

Rob Neighbors MS.ATC 
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Submitter : Dr. Michael Driver 

Organization : Ozark Anesthesia Assoc. 

Category : Physician 

Issue AreasIComments 

Date: 08/29/2007 

Payment For Procedures And 
Services Provided In ASCs 

Payment For Procedures And Services Provided In ASCs 

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

Rc: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Ycar Review) 

Dcar Ms. Nowalk: 

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 
rccognizcd thc gross undcrvaluation of ancsthesia scrviccs, and that the Agcncy is taking steps to address this complicated issue. 

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

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

To cnsurc that our patients havc acccss to cxpen 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 rccommended by the RUC. 

Thank you for your considcration of this scrious matter 

Michael Drivcr, MD. 
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Submitter : Dr. Barbara Dabb 

Organization : Dr. Barbara Dabb 

Date: 08/29/2007 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

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

Rc: CMS-1385-P 

Ancsthcsia Coding (Pan of 5-Year Review) 

Dcar Ms. Norwalk: 

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

When thc RBRVS was institutcd, it created a huge payment disparity for ancsthcsia carc, mostly due to significant undervaluation of anesthesia work compared to 
other physician scrviccs. Today, morc 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 disproportionatcly high Medicare populations. 

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

To cnsure that our paticnts have acccss 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 convcrsion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 
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Submitter : Dr. sid johnson 

Organization : Dr. sid johnson 

Date: 08/29/2007 

Category : Health Care Professional or Association 

Issue Areas/Comments 

GENERAL 

GENERAL 

It is vcry important to maintain competitive fccs for thc mcdieare program. Not paying a competitive amount will only lead to fewer and fewer providers willing 
to acccpt mcdicare paticnts. In turn this w~ll  lead to a lower standard of care for a particular pcople. This is inherently wong and should not be tolerated. Pleasc 
pay thc providcrs a fair amount. Thc amount of time and schooling they have gone through is reason enough to provide them a fair return, not to mention it will 
increase the quality of care our patients can receive. 
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Submitter : Dr. R Glenn Hessel Date: 08/29/2007 

Organization : Little Company of Mary Hospital 

Category : Physician 

Issue AreasIComments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

August 29,2007 

Thank you for the opportunity to submit comments on the Physician Self-Referral Provisions of CMS-1385-P entltled 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. I practice in Evergreen Park, IL as part of a 3-pathologist group based in-hospital. 

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

Specifically 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 cxccption to the Stark law. These revisions to the Medicare reassignment rule and physician self-referral provisions are necessary to eliminate 
financial self-intcrcst in cl~nical decision-making. 1 believe that physicians should not be able to profit from the provision of pathology services unless the 
physician is capablc of personally performing or supervising the service. 

Opponents to thcsc proposcd changes assert that their captive pathology arrangements enhance patient care. 1 agree that the Medicare program should ensure that 
providers furnish care in thc bcst interests of their patients, and, restrictions on physician self-referrals are an imperative program safeguard to ensure that clinical 
dccisions are deterrnincd solcly on the basis of quality. The proposed changes do not impact the availability or delivery of pathology services and are designed 
only to rcmove the financial conflict of interest that compromises the integrity of the Medicare program. 

R Glcnn Hesscl, MD 
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Submitter : Date: 08/29/2007 

Organization : 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

Lcslie V. Nonvalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicare and Mcdicaid Services 
Attention: CMS-1385-P 
P.O. Box 8018 
Baltimore, MD 2 1244-80 18 

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

I Dcar Ms. Nonvalk: 

$65 per hour. That s what you pay anesthesiologists to care for seniors in this country. If I could opt out of Medicare right now I would because I lose money on 
cvcry paticnt I carc for. How can thc systcm expect us to continue this subsidy we are providing TO the government. 

Add to this, thc unrcstrained mcdico-legal climate in this nation, and I hope onc can see the irony that I could lose all that I own in a lawsuit, meritless or not, 
and yct gct paid a paltry $65 an hour. Skilled tradesman get paid better with no risk whatsoever. 

Unless thc CMS addrcsscs this gross undervaluation of anesthesia services, I hope the market forces direct us towards non-participation in the Medicare system. 
At least then, I don t get paid, I can write off the care on my taxes as chanty It is just that bad. 

If this RUC rccommcndation is approved , I hope it is just a first step towards bringing our valuation in line with the other health care providers in the Medicare 
systcm. 

Thank you for your consideration in this matter. 
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Submitter : Dr. Maulik Parikh 

Organization : Northstar Anesthesia 

Category : Physician 

Issue AreasIComments 

Date: 08/29/2007 

GENERAL 

GENERAL 

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

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

Dcar Ms. Norwalk: 

I am writing to cxprcss my strongcst support for the proposal to incrcasc anesthesia payments undcr the 2008 Physician Fee Schedule. I am grateful that CMS has 
rccognizcd thc gross undcrvaluation of anesthesia serviccs, and that the Agency is taking steps to addrcss this complicated issue. 

Whcn thc RBRVS was instituted, it creatcd a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician scrviccs. Today, morc than a decade since the RBRVS took cffcct, Medicare payment for anesthesia services stands at just $1 6.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system In which anesthesiologists are being forced away from 
arcas with disproportionatcly high Medicarc populations. 

In an cffort to rcctify this untcnablc situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluat~on a move that would result in an increase of nearly $4.00 per anesthesia unlt and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthcsia scrvices. I am pleascd that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the 
RUC s recommendat~on 

To cnsurc that our paticnts havc access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in thc Federal Rcgistet 
by fully and immcdiatcly implcmcnting thc ancsthcsia conversion factor incrcase as recommended by the RUC. 

Thank you for your considcration of this scrious matter. 

Sinccrcly, 
-Maulik Parikh, MD 
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Date: 08/29/2007 Submitter : Mr. Troyce Solley 

Organization : St. Edward's University 

Category : Other Health Care Provider 

lssue AreasIComments 

Background 

Background 

I am an assistant Athletic trainer at St. Edwards University. I currently hold Texas licensure as an athletic trainer and am NATA Certified. I obtained my bachelor 
dcgree in Exercisc and Sports Science from Tcxas State University and a Master's of Exercise Physiology from the University of Texas at Arlington. 
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Submitter : Dr. annemarie Norenberg 

Organization : Dr. annemarie Norenberg 

Category : Physician 

Issue AreasIComments 

Date: 08/29/2007 

GENERAL 

GENERAL 

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

Rc: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Year Review) 

Dear Ms. Norwalk: 

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

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 
areas with disproportionately high Medicare populations. 

In an cffort to rcctify this untenable situation. the RUC recommended that CMS increase theanesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4 00 per anesthes~a unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of 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 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 immcdiately implementing the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 
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Submitter : Ms. Caroline Barry 

Organization : Colorado Proffesional Medical 

Category : Device Industry 

Date: 08/29/2007 

Issue Areas/Comments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dear Sir or Madam: 

My name is Caroline R Bany. I havc been a certified athletic trainer. Currently I provide care to medicare and medicaid patients by sctting up and explaining 
Constant Passivc Motion DME's. 

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 proposcd in 1385-P. 

Whilc I am conccrncd that thcsc proposed changes to the hospital Conditions of Participation have not received thc propcr and usual vctting, I am morc concerncd 
that thcsc proposcd mlcs will crcatc additional lack of access to quality health care for my patients 
Whilc I am conccrncd that thcsc proposed changcs to the hospital Conditions of Participation have not reccived the proper and usual vetting, I am more concerned 
that thcsc proposcd mlcs will crcate additional lack of acccss to quality health care for my patients. 

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

Thc lack of access and workforce shortage to filI therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
concerned with the hcalth of Americans, especially thosc 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 sccms to havc come to these proposed changes without clinical or financial justification, 1 would strongly encourage the CMS to consider the 
rccommcndations of thosc profcssionals that are tasked with overseeing the day-to-day health care needs of their patients. 1 respectfully request that you withdraw 
thc proposcd changcs rclatcd to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sinccrcly, 

Carolinc R Bany, ATC 
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Submitter : Dr. Lebron Cooper 

Organization : Dr. Lebron Cooper 

Category : Physician 

Issue AreaslComments 

Date: 08/29/2007 

GENERAL 

GENERAL 

Leslie V. Nonvalk, Esq. 
Acting Administrator 
Centcrs for Mcdicarc and Mcdicaid Scrvices 
Attention: CMS-1385-P 
P.O. Box 80 18 
Baltimore, MD 21 244-8018 

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

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

When thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
other phys~cian services. Today, more than a decade since the RBRVS took effect, Mcdicarc payment for anesthesia services stands at just $1 6.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcaq with disproportionately high Medicare populations. 

In an cffort to rcctify this untenable situation, the RUC recommended that CMS increasc the anesthesia conversion factor to offsct a calculated 32 percent work 
undervaluat~on a move that would rcsult in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthcsia scrviccs. I am 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 havc acccss to cxpert anesthesiology mcdical 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 rccommended by the RUC. 

Thank you for your consideration of this serious matter. 
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Submitter : Dr. Joseph Merckling 

Organization : New York State Chiropractic Association 

Category : Chiropractor 

lssue Areastcomments 

GENERAL 

GENERAL 

Please scc attachment 

CMS- 1385-P-10833-Attach-l .DOC 
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Centers for Medicare and Medicaid Services 
Department of Health and Human Services 
Attention: CMS-1385-P 
PO Box 801 8 
Baltimore, Maryland 21 244-801 8 

Re: "TECHNICAL CORRECTIONS" 

The proposed rule dated July 12 '~ 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. 
I 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 si~bl~rxation 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 
~ r p  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. Sirr~ply put, it is the patient that will 
suffer as result of this proposal. 

I strondlv urae vou to table this ~roposal. 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, 

Dr. Joseph Merckling 
Merckling Family Chiropractic P.C. 
Member Board of Directors for New York State Chiropractic Association, District 7 
Member of Bellport Chamber of Commerce 
16-2 Station Road 
Bellport, NY 1 171 3 
(631 ) 286-2300 



Submitter : Michelle Johnson 

Organization : Michelle Johnson 

Category : Chiropractor 

Issue AreasIComments 

Date: 08/29/2007 

GENERAL 

GENERAL 

Ccntcrs for Mcdicarc and Mcdicaid Services 
Dcpanmcnt of Hcalth and Human Scrvices 
Attcntion: CMS-1385-P 
PO Box 8018 
Baltimorc, Maryland 2 1244-801 8 

Re: TECHNICAL CORRECTIONS 

Thc proposcd mle datcd July 12th containcd an item under the technical corrections section calling for the current regulation that permits a bcneficiary to be 
rcimburscd by Mcdicarc for an X-ray taken by a non-treating provider and used by a Doctor of Chiropractic to determine a subluxation, bc eliminated. I am 
writing in strong opposition to this proposal. 

Whilc 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 mle out any 
"rcd flags," or to also determinc 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 refcrral to thc appropriate specialist. 

By limiting a Doctor of Chiropractic from referring for an X-ray study, the costs for paticnt care will go up significantly due to the necessity of a referral to 
anothcr providcr (orthopedist or rhcumatologist, etc.) for duplicative evaluation prior to referral to thc 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, 
i t  is thc paticnt that will suffcr as rcsult of this proposal. 

1 strongly urgc you to tablc this proposal. These X-rays, if nceded, are integral to the overall treatment plan of Medicare patients and, again, it is ultimately the 
paticnt that will suffcr should this proposal become standing regulation. 

Sinccrcly. 

Michcllc Johnson, D.C 
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Submitter : Dr. Darren Galambos Date: 08/29/2007 

Organization : American Society of Anesthesiologists 

Category : Physician 

Issue AreaslComments 

GENERAL 

GENERAL 

Lcslic V. Nonvalk. Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Mcdicaid Serviccs 
Attcntion: CMS-1385-P 
P.O. Box 80 18 
Baltimorc, MD 21244-801 8 

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

Dcar Ms. Nonvalk: 

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

Whcn thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
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 disproponionatcly high Mcdicare populations. 

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

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

Thank you for your consideration of this scrious matter. 

Darrcn J Galambos DO 
Mercy Medical Ccnter 
Departmcnt of Anesthesiology 
Canton OH 
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Submitter : Dr. Blair Stott Date: 08/29/2007 
Organization : Anesthesia Consultants of Indianapolis 

Category : Physician 

Issue AreaslCornments 

GENERAL 

GENERAL 

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

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

Dcar Ms. Norwalk: 

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

Whcn thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician scrviccs. Today, more than a decade since the RBRVS took 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 Mcdicarc populations. 

In an cffort to rcctify 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 ancsthcsia services. 1 am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of thc 
RUC s recommendation. 

To cnsurc that our paticnts havc acccss to cxpcrt anesthcsiology medical care, it is imperative that CMS follow through with the proposal in the Federal Registcr 
by fully and immcdiatcly implementing thc anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 
Sinccrcly 
Blair Stott. MD 
Anesthcsia Consultants of Indianapolis 
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Submitter : Dr. Michael Driver Date: 08/29/2007 

Organization : Ozark Anest Assoc 

Category : Physician 

Impact 

Impact 

Lcslic V. Nonvalk, Esq. 
Acting Administrator 
Ccnters for Mcdicarc and Medicaid Services 
Attcntion: CMS- 1385-P 
P.O. Box 8018 
Baltimorc. MD 21 244-8018 

Ancsthcsia Coding (Part of 5-Ycar Review) 

Dcar Ms. Nonvalk: 

My group is facing an increasing disparity in medicare payer mix annually. We service a large rural Missouri area and northern Arkansas. The current fee payment 
doesn't cvcn cover thc cost of patient care. It has become more and more dificult to attract, hire, and maintain doctors in numbers sufficient to provide for our 
paticnts as well. Please consider this payment increase. 
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 immediatcly implementing the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 
Michacl Drivcr, MD. 
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Submitter : Dr. Diane Head 

Organization : U of Wisconsin-Madison 

Date: 08/29/2007 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

Samplc Comment Lcncr: 

Lcslic V. Norwalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Mcdicaid Scrviccs 
Attcntion: CMS-1385-P 
P.O. Box 801 8 
Baltimorc. M D  ? 1244-801 8 

Rc: CMS-1385-P 

Anesthcsia Coding (Pan of 5-Year Review) 

Dear Ms. Norwalk: 

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 
rccognizcd thc gross undcrvaluation of ancsthesia serviccs, and that the Agency is taking steps to addrcss this complicated issue. 

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

In an cffort to rcctify this untenablc situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 pcrcent work 
undervaluat~on a move that would result in an increase of nearly,$4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation 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 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 immcdiately 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. John Taylor 

Organization : University of California, San Francisco 

Category : Physician 

Issue Areas/Comments 

Date: 08/29/2007 

Background 

Background 

Lcslic V. Norwalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Mcdicaid Services 
Attcntion: CMS- 1385-P 
P.O. Box 80 18 
Baltimorc. MD 2 1244-8018 

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

Dcar Ms. Norwalk: 

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

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

In an cffort to rcctify this untcnablc situation, the RUC recomrnendcd 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 $400 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthcsia scrviccs. I am plcased that the Agency acccpted this recommendation in its proposed rule, and I support full implementation of thc 
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 immcdiatcIy implementing the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your considcration of this serious matter 

John Taylor, MD 
Assistant Clinical Professor 
Department of Ancsthesia and Critical Care 
University of California. San Francisco 
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Submitter : David lngbar MD 

Organization : American Thoracic Society 

Category : Health Care Professional or Association 

Issue Areas/Comments 

GENERAL 

GENERAL 

Scc Attachmcnt 
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August 3 1,2007 

Herb B. Kuhn 
Acting Director 
Centers for Medicare and Medicaid Services 
Department of Health and Human Services 
Attention: CMS- 1385-P 
7500 Security Blvd., Mail Code C5-01-14 
Baltimore, MD 2 1244-1 850 

Re: CMS-1385-P Medicare Program; Proposed Revisions to Payment Policies under the 
Physician Fee Schedule for Calendar Year 2008 

American Thoracic Society Comments address: SGR and proposed negative (-9.9%) 
update of the conversion factor; Budget Neutrality; Equipment Utilization and Interest 
rates; Pricing of High Cost Medical Supplies; Multispecialty Practice Physician Survey 
TRHCA-Section 10 1 (b): PQRI; Therapy Cap 

Dear Mr. Kuhn: 

On behalf of the members of the American Thoracic Society (ATS), I want to express our 
appreciation for the opportunity to comment on the proposed rule regarding Medicare's 
proposed revisions to payment policies under the Physician Fee Schedule for calendar 
year 2008 and other changes to payment under Part B published on July 12,2007. The 
ATS represents over 18,000 physicians, researchers, and allied health professionals, who 
are actively engaged in the diagnosis, treatment and research of respiratory disease and 
critical care medicine. We are most interested in quality care and access to care for the 
beneficiaries you represent, and those patients we serve. 

The ATS offers the following comments. 

SUSTAINABLE GROWTH RATE (SGR) AND PROPOSED -9.9% Update 
As expected, a 9.9 percent across the board cut of the conversion factor for the Medicare 
physician payments was announced in this rule. Previously, Congress has intervened to 
put the SGR formula aside and mandate a Medicare conversion factor. ATS continues to 
believe the SGR formula is seriously flawed and needs to be replaced. The SGR 
continues to not be dealt with and is the source of the problem for the yearly negative 
updates to the MPFS. CMS continues to underestimate the impact of National and Local 
Coverage Decisions on increased spending on physician services under Medicare. 
Additional funding needs to be added to the MPFS for all the ancillary costs associated 
with new preventive benefits being added for beneficiaries. As stated in our previous 
comments, , the ATS strongly support the removal of the costs of Medicare-covered 
physician-administered drugs from the SGR calculation. CMS must use its discretionary 
authority to remove the costs of Medicare-covered physician-administered drugs from the 
SGR calculation, which have increased from $1.8 billion in 1996 to $8.1 billion in 2005 
and an estimated $8.5 billion in 2006. The vast majority of the medical community has 
commented on this issue and remains frustrated that the SGR-adjustment to the Medicare 
physician fee schedule has not been made. 

BUDGET NEUTRALITY/FIVE-YEAR REVIEW WORK ADJUSTOR 
The ATS strongly opposes the work adjuster and agrees with AMA and other medical 
specialty societies that the -1 1.8 percent work adjustor be eliminated. Budget neutrality 
adjustments should be made in the conversion factor, not in relative work values. . 
Additional monies need to be infused into the Medicare program, because the additional 
preventive services that have been added increase utilization. 
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EOUIPMENT USAGE PERCENTAGE ASSUMPTIONS 
The ATS recommends that the 50 percent utilization rate for all equipment be increased. We believe the 
original ABT studies showed utilization of 70 percent, and that is a more correct number to use in your 
calculations. 

EQUIPMENT INTEREST RATE ASSUMPTIONS - COST OF CAPITAL ASSUMPTIONS 
CMS uses an interest rate of I I percent in pricing medical equipment. We support the AMA RUC letter 
that the utilization rate be reviewed frequently and that CMS spell out exactly the assumptions made in 
assigning a utilization rate. 

PRICING OF HIGH COST DISPOSABLE MEDICAL SUPPLIES 
The ATS supports the AMA RUCs letter that indicates that the 50 medical supplies priced at or above 
$200 be reported separately with a J-code, or individually identified within the payment bundle and 
repriced annually. 

PHYSICIAN PRACTICE INFORMATION SURVEY DATA 
The ATS agrees with the AMA RUC position that CMS utilize recent, reliable, and consistent practice 
expense data for all specialties and health care professionals. We are most concerned that we had 
previously asked to perform a practice expense study, and were told that CMS would not accept the data 
because we were beyond the deadline. So we would be very concerned that radiology be given such a 
substantial increase when we were told we would not be able to do a study and have the results reviewed. 
This request was after the 8 specialties provided their data to CMS, and before AMA contracted with 
Gallup for the current multispecialty practice expense survey. 

TRHCA-SECTION 101tb): PORI 
ATS has encouraged its members to participate in the 2007 PQRI initiative, and believe that very few 
members have been able to participate because of the significant cost to the practice, which is not 
compensated by the 1.5% incentive to participate. Pulmonary has eight measures on the 2007 list of 
performance measures: two each for COPD and Asthma, and four for Pneumonia. ATS is pleased to see 
Inquiry regarding Tobacco Use, and Advising Smokers to Quit on the Table 20-Additional AQA Starter- 
Set Measures on the list for 2008 PQRI (page 38202) quality measures. Especially with the transitioned 
G0375, GO376 codes into CPT for smoking cessation counseling on January 1,2008. The ATS continues 
to encourage the membership to be aware of these smoking cessation counseling codes and use them for 
patients requiring this service. 

The ATS appreciates the opportunity to comment on the proposed rule under the Medicare Physician Fee 
Schedule. Should you or your staff have any questions, please do not hesitate to contact me or Gary Ewart 
at pewart@,thoracic.org or 202-296-9770. 

Sincerelv. 

David H. Ingbar, MD 
President, American Thoracic Society 

Cc: Kenneth Simon, MD, CMS 
Edith Hambrick, MD, CMS 
ATS Clinical Practice Committee 
Diane Krier-Morrow, ATS Consultant 



Submitter : Ms. Melissa Zinsmeister-Wilgus 

Organization : Columbus Children's Sports Medicine 

Category : Health Care Professional or Association 

Issue Areas/Comments 

GENERAL 

GENERAL 

Dcar Sir or Madam: 

Date: 08/29/2007 

My namc is Mclissa Wilgus and I am a Certified Athletic Trainer in thc state of Ohio. 

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

Whilc I am conccrncd that thcsc proposed changcs to thc hospital Conditions of Participation havc not received the propcr and usual vetting, I am morc concemcd 
that thcsc proposcd rulcs will crcate additional lack of access to quality hcalth care for my patients. 

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

Thc lack of acccss and workforce shortage to fill therapy positions is widely known throughout the indushy. It is irresponsiblc for CMS, which is supposed to be 
conccmcd with thc 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 rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available. 

Sincc CMS sccms to have cornc to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccomnicndations of thosc professionals that are taskcd with ovcrsecing 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 Pan A or B hospital or rehabilitation facility. 

Sinccrcly, 

Mclissa Zinsmcistcr-Wilgus. MS,ATC,CSCS 
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Submitter : Date: 08/29/2007 

Organization : 

Category : Physical Therapist 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Wc arc an indcpcndcnt physical therapy practice in Sioux City, IA. We currently employ 5 physical therapists. For 12 years we have received between 15 and 30 
rcfcrrals per month from an indepcndcnt orthpedic surgcon in town. In May of 2007 this surgeon joined a large physician group that owns a physical thcrapy 
clinic. Sincc his dcparturc from indcpcndcnt practicc his rcfcrrals to our clinic have plumeted. He is a very busy orthopedic surgeon who routincly refers to 
physical thcrapy. In August of 2007 we receivcd I referral from him. Other indcpendcnt physical therapists in the area rcport the same story. In fact patients we 
havc previously sccn havc rcportcd to us that thcy have bccn encouraged to switch to this Dr.'s group practice. There have bccn many reports that thc paticnts arc 
not givcn a choicc unlcss thcy demand it evcn if they havc bcen happy with whcrc they have previously received therapy, in our clinic or clscwhcrc. The following 
shows our rcferrals for thc ycar from this particular orthopcdic surgeon. 
January 20, 
Fcbmary 18, 
March 16, 
April 22, 
May 8. 
Junc 5, 
July 4, 
August I.  
Now that hc is a mcmbcr of a Iargc surgical group whose aggressive policy of kceping all services in house has greatly affected our independent practice as well as 
othcr independent practiccs in thc area. The intensity of this policy has escalated to thc point where they are setting up physical therapy clinics in other locations. 
It appcars thcy arc hying to climinate all other choices for hcalth care in our area. 
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Submitter : Dr. Kari Bakeris 

Organization : Bakeris Family Chiropractic 

Category : Chiropractor 

Date: 08/29/2007 

Issue Areas/Comments 

GENERAL 

GENERAL 

File codc CMS-1385-P "Tcchnical Corrections" 
Ccntcrs for Mcdicarc and Medicaid Serviccs 
Dcpartmcnt of Hcalth and Human Scrviccs 
Attcntion: CMS- 1385-P 
PO Box 80 18 
Baltimorc, Maryland 2 1244-80 18 

Re: TECHNICAL CORRECTIONS 

Thc proposcd rulc dated July 12th contained an item under thc technical corrections section calling for the current regulation that permits a beneficiary to be 
rcimbursed by Mcdicarc for an X-ray taken by a non-treating provider and used by a Doctor of Chiropractic to determine a subluxation, be eliminated. I am 
writing in strong opposition to this proposal. 

Whilc 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 
"rcd flags," or to also dctcnninc 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 rcfcrral to the appropriatc 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 
anothcr providcr (orthopedist or rhcumatologist, ctc.) for duplicative cvaluation prior to referral to the radiologist. With fixcd incomes and limited resources 
scniors may choosc to forgo X-rays and thus necdcd trcatment. If treatment is delayed illnesses that could be life threatening may not bc discovered. Simply put, 
it is thc paticnt that will suffcr 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 
patient that will suffer should this proposal become standing regulation. 

Sinccrcly, 

Kari Bakcris, DC 
Coralv~llc. I A  
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Submitter : Mr. Charles Liggett 

Organization : Spanaway Lake High School 

Category : Other Health Care Professional 

Issue AreaslComments 

Date: 08/29/2007 

GENERAL 

GENERAL 

LETTER 

Dcar Sir or Madam: 

I am a Ccrtificd Athlctic Traincr working in Washington State at a High School. 

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

Whilc I am conccmcd that thesc proposcd changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned 
that thcsc proposcd rulcs will creatc 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 cxpcricncc, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed 
mc qualified to perform thcsc scrviccs and these proposed regulations attempt to eircumvent those standards. 

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

Since CMS sccms to havc come to these proposed changes without clinical or financial justification, I would strongly encourage thc CMS to consider the 
rccommcndations 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 proposcd changcs rclatcd to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sincercly, 

Charles L. Liggett MS. ATC 
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Submitter : Mr. Marcus Homer 

Organization : Intermountain Healthcare 

Category : Other Health Care Professional 

Issue AreaslComments 

Date: 08/29/2007 

Therapy Standards and 
Requirements 

Therapy Standards and Requirements 

Dcar Sir or Madam: 

My namc is Marcus Homcr and I am a ccrtified athletic traincr. I work for Intcrmountain Hcalthcare in St. Georgc, Utah. I work part timc in a physical thcrapy 
clinic with a physical thcrapist and I also work at an arca high school rcprcscnting Intermountain Healthcare as an athletic trainer. I havc amplc cxperience in my 
ficld including cmploymcnt at thc univcrsity Icvel, profcssinal sports and clinical levels. I have earned a bachelors degree in athletic training and Spanish. Also, I 
havc a mastcr of scicncc in cducation dcgrec. Along with my National Athlctic Trainers' Association certification and state licensure I know that I am qualified to 
work as a qualificd hcalthcarc professional in physical medicine and rehabilitation. 

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

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

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

Thc lack of acccss and workforcc shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
conccrncd with thc hcalth of Americans, especially thosc in rural arcas, 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 havc come to thesc 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 
thc proposcd changcs relatcd to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Marcus Homer ATCIL, MSEd 
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Submitter : Mr. John Pomponio- Careccia 

Organization : Poly Prep Country Day School 

Category : Other Health Care Professional 

Issue AreaslComments 

Date: 08/29/2007 

GENERAL 

GENERAL 

Dcar Sir or Madam: 

My namc is John Pomponio- Careccia and I am a Certified Athletic Trainer at Poly Prep Country Day School. I have been certified for almost I year and hold 
a Mastcrs Dcgrcc in Sports McdicincIAthlctic Training. I provide first aid, thcraputic cxerciscs and perform clinincal evaluations for almost 1000 kids ranging 
from 6th gradc thru 12th gradc on a daily basis. 

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. 

While I am conccrncd that thesc proposed changes to the hospital Conditions of Participation havc not received the proper and usual vetting, I am more concerned 
that thcsc proposed rulcs will crcate additional lack of access to quality health carc for my patients. 

As an athlctic traincr, I am qualified to perform physical medicine and rchabilitation services, which you know is not the same as physical therapy. My education, 
clinical cxpcricncc, and national ccrtification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed 
mc qualificd to pcrform thcsc services and thesc proposed regulations attempt to circumvent those standards. 

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

Sincc CMS sccms to havc come to these proposed changes without clinical or financial justification, I would suongly encourage the CMS to consider the 
rccommcndations of thosc professionals that arc tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw 
thc proposcd changes rclatcd to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

John Pomponio-Carcccia, MS ATC 
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Submitter : Dr. Christian Robertozzi 

Organization : American Podiatric Medical Association 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

Scc Attachment 

CMS- 1385-P- 10850-Attach- I .DOC 

Date: 08/29/2007 
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Herb B. Kuhn 
Acting Administrator 
Centers for Medicare & Medicaid Services 
Department of Health and Human Services 
Attention: CMS- 1385-P 
P.O. Box 8018 
Baltimore, MD 21244-8018 

Re: Medicare Program; Proposed Revisions to Payment Policies Under the Physician 
Fee Schedule, and Other Part B Payment Policies for CY 2008 

Dear Mr. Kuhn: 

On behalf of the American Podiatric Medical Association (APMA), the national 
association representing more than 11,000 podiatric physicians and surgeons, I am 
pleased to submit comments on a variety of issues addressed in the proposed rule 
published July 12,2007, which proposed changes to the Medicare physician fee schedule 
(PFS) and other Medicare Part B payment policies. 

Additional Codes from the 5 Year Review of Work RVUs 

As discussed in the CY 2007 PFS final rule with comment period, CMS deferred for one 
year the decisions on proposed changes to the work RVUs for 58 codes from the 5 Year 
Review, either because they had not yet received the RUC recommendation or because 
CMS suggested that the RUC reevaluate the original recommendation. These additional 
codes are still considered part of the 5 Year Review. CMS proposes to accept all but one 
of the RUC recommendations, an acceptance rate of 98 percent. We believe the high 
acceptance rate is a reflection of the RUC's competence in determining the value of 
physician work through a deliberative and equitable process that involves all specialties, 
including podiatric medicine. We are proud to be a part of this process and we commend 
CMS for recognizing the RUC's value in the ongoing maintenance of the physician fee 
schedule. 

Included in the list of additional codes from the 5-year review are seven codes that 
describe initial nursing facility care, subsequent nursing facility care and an annual 
nursing facility assessment (CPT codes 99304-993 10). Included in this family of codes 
are services that are commonly performed by podiatrists. We strongly recommend 
acceptance of the RUC recommendations in the final rule for these and other codes for 
which CMS proposes to accept the RUC's recommendations. 



Proposed Conversion Factor Update for 2008 

We continue to be concerned about the impact of the sustainable growth rate (SGR) 
formula on payments for services under the fee schedule. Ironically, any increases in 
work RVUs for the codes described above will be largely offset by the proposed -9.9 
percent update of the conversion factor for 2008. While we do not have evidence of a 
significant increase in the number of podiatrists who have placed limits on new Medicare 
patients, we are concerned that could change if payments for all services are reduced 
nearly10 percent across the board in 2008. Clearly, if a reduction of this magnitude is put 
into place, beneficiary access to physicians' services will be adversely affected. 

We urge CMS to use its discretion to revise the calculation of physician expenditures and 
to support efforts in Congress to replace the SGR policy. Specifically, we do not think 
physician expenditures should include the cost of prescription drugs furnished incident to 
a physician's service because including them in the estimates of spending under the fee 
schedule holds physicians accountable for an expense that is largely outside their control 
and one that is rising very rapidly. In addition, we believe that the estimate of physician 
expenditures should be adjusted to account for increased outlays related to new national 
coverage decisions. In our view, there is no difference between a change in law that 
extends Medicare coverage and a change in national coverage policy initiated by CMS. 

Budget NeutralityIFive-Year Review Work Adjuster 

The Medicare statute requires that increases or decreases in relative value units (RVUs) 
for a year may not cause the amount of expenditures for the year to differ by more than 
$20 million from what expenditures would have been in the absence of these changes. In 
2007, CMS created a new "work adjuster" to ensure budget neutrality following the 
implementation of the improved work RVUs from the 2005 Five-Year Review of the 
RBRVS, despite the vigorous opposition of virtually every specialty society. For 2008, 
again CMS proposes to apply a work adjuster (0.88 16 or -1 1.8 percent) to all work RVUs 
to maintain budget neutrality rather than adjust the conversion factor. 

We are opposed to the use of a work adjustor for the following reasons: 
It adds an extra element to the physician fee schedule payment calculation that 
creates confusion and questions among the public who have difficulty using the 
RVUs to determine a payment amount that matches the amount actually paid by 
Medicare 
Adjusting the work RVUs affects the relativity of services. For example, if the 
work RVUs are adjusted as proposed, it will disproportionately affect codes with 
physician work that are commonly performed by podiatrists, such as EM services 
and surgical procedures. 
Adjusting the work RVUs has an adverse impact on other payers who use the 
Medicare RVUs and their own conversion factors. 

We recommend elimination of the work adjustor and an adjustment of the conversion 
factor to maintain budget neutrality. 



Physician Self-Referral Provisions 

APMA believes the Stark law exists to eliminate incentives to make referrals for services 
to the Medicare program. Congress authorizes CMS to create exceptions so that the 
typical and desirable practice of medicine doesn't trigger a Stark violation. APMA 
encourages CMS to remember that some arrangements improve patient care or the 
efficiency of health care delivery more than they might create a risk for improper 
referrals. APMA is concerned that CMS will restrict practices that benefit patient care 
and health care delivery at a much greater level than they create a risk for incentivizing 
referrals. If CMS knows of outliers abusing the system with referrals, then CMS should 
use education and intervention first and, if necessary, then turn to criminal or civil law 
enforcement, to address the individual problem. CMS shouldn't change the rules merely 
on the theory that there could be abuse. 

Therapy Standards and Requirements 

CMS proposes updated qualification requirements for physical therapists (PTs), 
occupational therapists (OTs), physical therapy assistants (PTAs) and occupational 
therapy assistants (OTAs). CMS also proposes an expanded grandfathering policy under 
which PTs, OTs, PTAs or OTAs who meet their respective State qualifications (or have 
received State recognition as PTs, OTs, PTAs or OTAs) before January 1,2008 would 
not have to meet these updated qualifications. 

In the proposed rule, CMS states that "It is not our intention to modify the policy that 
requires physical therapy, occupational therapy, and SLP services furnished incident to a 
physicians service to meet all the standards and conditions (except licensure) that apply 
to therapists, as this policy is based on the section 1862(a)(20) of the Act. Rather, it is our 
intention to assure that Medicare payment is made only for physical therapy, 
occupational therapy, and SLP services provided by personnel who meet qualifications, 
including consistent and appropriate education and training relevant to the discipline, so 
that they are adequately prepared to safely and effectively treat Medicare beneficiaries." 

We appreciate this clarification and support the proposed changes related to education 
and training. We also support the proposal to replace the current 30-day recertification 
requirement for outpatient therapy with a 90day recertification requirement. The 30-day 
recertification requirement is an unnecessary burden that has not been shown to limit 
therapy services. 

Percentage Change in the Medicare Economic Index (ME0 

The Medicare Economic Index (MEI) is a measure of the cost of providing medical care. 
The ME1 values a "market basket" of inputs to the price of health care (salaries, 
equipment, services, etc) to assess annual changes in the price of health care. The ME1 is 
used, in conjunction with the Sustainable Growth Rate formula to update the Medicare 
physician fee schedule on an annual basis. The proposed rule includes a preliminary 
estimate of the expected ME1 update for CY 2008. The forecasted increase in the ME1 is 
1.9 percent, which includes a forecasted 1.5 percent productivity offset. 



We object to the proposed 1.5 percent productivity offset which we believe is 
significantly overstated. The expansion of Medicare reporting requirements for PQRI 
(and other CMS initiatives) has reduced productivity in physicians' offices. As described 
below, we support the Physician Quality Reporting Initiative (PQRI). However, 
successful reporting requires a significant new commitment by physicians and their office 
personnel. We ask that CMS consider the adverse impact of the CMS reporting 
requirements on physician productivity when the final ME1 is calculated for 2008 and 
reduce the size of the productivity offset. 

Physician Quality Reporting Initiative (PQRI) 

In Part 11, Section T(c)(vii) of the proposed rule, the Centers for Medicare & Medicaid 
Services (CMS) proposes to include measures in the final 2008 Physician Quality 
Reporting Initiative (PQRI) quality measures selected from those listed in Table 22 that 
are currently under development by the American Podiatric Medical Association 
(APMA) and that achieve National Quality Forum (NQF) endorsement or American 
Quality Alliance (AQA) adoption by November 15,2007: 

Diabetic Foot and Ankle Care, Peripheral Neuropathy: Neurological Evaluation 
Diabetic Foot and Ankle Care, Peripheral Arterial Disease: Ankle Brachial Index 
(ABI) Measurement 
Diabetic Foot and Ankle Care, Ulcer Prevention: Evaluation of Footwear. 

Diabetes is the leading cause of lower extremity amputations, which are detrimental to a 
Medicare beneficiary's quality of life as well as expensive for the Medicare program. 
Despite widespread agreement among public health and medical experts 
that an amputation could be prevented if a patient with diabetes receives quality foot and 
ankle care, the number of amputations continues to rise. The three quality measures 
developed by the APMA would encourage physicians and other practitioners to evaluate 
diabetic patients for possible peripheral neuropathy, measure the ABI of diabetic patients 
for possible PAD, and evaluate footwear of diabetic patients to prevent ulceration. 
The evaluations and measurement can identify diabetic patients who have a particularly 
high risk of lower extremity complications. The identification of patients who need 
appropriate foot and ankle care would help address a gap in care that has allowed the 
number of amputations to increase. Thus, the APMA believes that these three quality 
measures should be included for reporting in the 2008 PQRI, and encourages CMS to 
facilitate approval of all three measures by the NQF or the AQA prior to November 15, 
2007. 

The proposed rule lists the measures in Table 22 as "Podiatric Measures." We 
respectfully request that the title be revised to "Diabetic Foot and Ankle Measures" so 
that other practitioners who treat diabetic patients will immediately recognize that these 
clinically important measures are available to them under the PQRI. 

We greatly appreciate CMS' recognition of the APMA work in this area. We also 
commend the CMS staff who have worked closely with us to refine the measures and to 
have them considered for endorsement by the relevant organizations. 



Conclusion 

The APMA appreciates the opportunity to offer these comments. If you require 
additional information, please contact Rodney Peele, Assistant Director for Health Policy 
and Practice, at (301) 571-9200, extension 230. 

Sincerely, 

Christian A. Mertozzi, DPM 
President, American Pediatric Medical Association 



Submitter : Dr. Nike Taylor Date: 08/29/2007 

Organization : Taylor Chiropractic 

Category : Chiropractor 

Issue AreaslComments 

GENERAL 

GENERAL 

Re: 410.32 Scction 1861 (r)(5): Thc proposed rulc dated 7/12 contained an item underthe technical corrections section call~ng for the removal of tl 
allows paymcnt for an x-ray ordered by a non-trcating physician when a Doctor of Chiropractor will usc the x-ray. I am in strong opposition to thi 
Whilc x-ray is not rcquircd to detcct subluxation, in some cases the paticnt clinically requircs an x-ray to rule out other pathologies or conditions t 
rcquirc a changc in thc typc of trcatmcnt required, alert the DC to recommend other imaging procedures, i.e. MRI, CT, a referral to a different typl 
By restricting a Doctor of Chiropractic from referring directly to a radiology facility, thc cost of health care increases because an additional doctor 
to obtain thc prcscription for the x-ray; the patient, who is likcly in pain, needs to make a trip to another doctor's office, the testing and treatment i! 
stronly urgc you to table this proposal. These xs-rays, if needed are an integral part of the Weatment plan of Medicare patients and it is ultimately t 
will suffcr should this proposal bccome a standing regulation. Sincerely, Dr. Nike Anne Taylor 

paragraph that 
~roposal. 
t may 
f practioner. 
visit is rcquired 
elayed. I 
patient that 
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Submitter : Mr. Tony Curry Date: 08/29/2007 

Organization : VA medical CenterNeterans Affairs 

Category : Health Care Professional or Association 

Issue Areas/Comments 

GENERAL 

GENERAL 

I am asking that you rcjcct to thc proposcdTherapy standards and requircmcnts in thc CMS regulations (docket #I 385-P). 
1 work in thc VA mcdical rcnding thcrapy to veterans.This would jcopardizc the services I now render to needy vets. 
As a Kinesiothcrapist, I am qualified to perform physical medicine and rehabilitation services. My education, clinical experience, and Registered s 
my paticnts rcccivc quality health care. 
Sincerely, 
Tony Curry, RKT 
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Submitter : Dr. helmut cascorbi Date: 081291200' 

Organization : Case University Medical Center 

Category : Physician 

Issue AreaslComments 

GENERAL 

GENERAL 

1 urge that the increases of Mewdicare reimbursement be implemented. Most academic departments of Anesthesiology are in dire financial strai 
fururc Ancsthcsiologists and anesthetic care in the USA in the future is in jeopardy! HF Cascorbi,MD,PhD, Professor of Anesthesiology. 

training of 
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Submitter : Renee Breault 

Organization : Johnson State College 

Category : Other Health Care Professional 

Issue Areas/Comments 

GENERAL 

GENERAL 

Dcar Sir or Madam: 

Date: 08/29/2007 

My namc is Rcncc Brcault. and I am a certified athletic trainer at Johnson Statc Collegc in Vermont. I have bcen an ATC for 5 years, and have reccntly furthered 
my cducation caming a Master of Science in Performance Enhancement, and Injury Prevcntion focused on all populations. With my Masters I also earned a 
certification as a Performance Enhancement Specialist (PES). 

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. 

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

As an athlctic traincr, I am qualificd to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education, 
clinical cxpcricncc. and national certification exam ensure that my patients rcceive quality health care. State law and hospital medical professionals have deemed 
me qualified to pcrform thcsc scrviccs and thcsc proposed regulations attcmpt to circumvent thosc standards. 

The lack of acccss and workforcc shortage to fill thcrapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
conccrned with thc hcalth of Amcricans, especially thosc 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 cnsuring patients rceeive the best, most cost-effective treatment available. 

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

Sinccrcly, 

Rcncc A. Brcault, MS. ATC, PES 
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Submitter : Ms. Nancy Runyon 

Organization : St Joseph Medical Center 

Category : Hospital 

Issue AreaslComments 

GENERAL 

GENERAL 

Dcar Sir or Madam: 

Date: 08/29/2007 

My Namc is Nancy Runyon and I am employed as an Athletic Trainer by St. Joseph Medical Center in Reading, PA. 1 received my masters dgree in education and 
havc bccn ccrtificd as an EMT for over 20 ycars. My qualifications surpass that of others in the same sctting as myself. 

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

Whilc I am concemcd that thcsc proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, 1 am more concerned 
that thcsc proposcd rulcs will creatc additional lack of access to quality health carc for my paticnts. 

As an athlctic traincr. I am qualificd to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My 
cducation, clinical cxpcricncc, and national ccrtification cxam ensure that my patients rcccive quality health care. State law and hospital medical professionals have 
dccmcd mc qualificd to pcrform these serviccs and thcsc proposed rcgulations attempt to circumvent thosc standards. 

Thc lack of acccss and workforce shortage to fill thcrapy positions is widely known throughout thc industry. It is irrcsponsible for CMS, which is supposed to 
bc conccmcd with thc hcalth of Americans, especially those in nval areas, to further restrict their ability to receive those services. The flexible current standards of 
staffing in hospitals and othcr rchabilitation facilities are pertinent in ensuring patients reccive the best, most cost-effective treatment available. 

Sincc CMS scems to havc 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 
thc proposed changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sinccrcly, 

Nancy E. Runyon, M. Ed. ATC, EMT 
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Submitter : Mrs. Jeanie Neumeyer Date: 08/29/2007 

Organization : Vanderbilt Sports Medicine 

Category : Other Health Care Professional 

Issue AreaslComments 

Physician Self-Referral Provisions 

Physician Self-Refeml Provisions 

August 29,2007 

Dcar Sir or Madam: 
My name is Jeanic Neumeyer, and I work at the Vanderbilt Orthopaedic Institute in Nashville, TN. I, along with 18 other Certified Athletic Trainers, work in 
outpatient therapy as well as provide medical coverage to local high schools . We are all individuals with Master s Degrees, NATABOC certification, and state 
licensure. Our rehabilitation modcl is one of the most efficient in the country and provides the patient the best care available as Athletic Trainers are utilized as a 
team member with our physical therapists. The extensive training and education that we as athletic trainers have in the area of orthopaedics is a perfect fit in 
outpatient therapy and far surpasses that of a PTA or PT tech. 

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. 
Whilc I am concerned that thesc proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned 
that thcsc proposed mlcs will create additional lack of access to quality health care for my patients. 
As an athletic traincr, I am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education, 
clinical cxpcricnce, national certification, and licensure ensure that my patients receive quality health care. State law and hospital medical professionals have 
dccmcd mc qualified to pcrform thcsc services and these proposed regulations attempt to circumvent those standards. 
The lack of acccss and workforcc shortage to fill therapy positions is widely known throughout the industry. It is a disservice for CMS, which is supposed to be 
conccrncd with the hcalth of Amcricans, especially those in mral 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 sccms 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 
thc proposcd changes rclated to hospitals, mral clinics, and any Medicare Part A or B hospital or rehabilitation facility. 
Sinccrcly, 

Jcanic M. Ncumcycr. ATCIL 
Athletic Traincr 
Vandcrbilt Orthopacdic Institutc 
MCE, South Tower, Suitc 3200 
Nashville, TN 37232 
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GENERAL 

Scc Attachment 

Submitter : Dr. steven lysak 

Organization : greenville anesthesiology p a 

Category : Physician 

Issue Areas/Comments 

GENERAL 
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Submitter : Dr. David Oliver 

Organization : Anesthesiology Consultants of Columbia 

Category : Physician 

Issue AreasIComments 

Date: 08/29/2007 

GENERAL 

GENERAL 

Pleasc support thc RUc recommendation for a 32% increase in anesthesiologist payments from Medicare, correcting the initial undervaluation of our services. 
Thank you for addressing this. Wc look forward to continuing to be able to care for our elderly. 
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Submitter : Dr. Jonathan Beathe 

Organization : Hospital for Special Surgery 

Category : Physician 

Issue Areas/Comments 

Date: 08/29/2007 

Payment For Procedures And 
Services Provided I n  ASCs 

Payment For Procedures And Services Provided In ASCs 

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

Rc: CMS- 13854' 

Ancsthcsia Coding (Part of 5-Ycar Review) 

Dcar Ms. Norwalk: 

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

When thc RBRVS was institutcd, 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 decadc since the RBRVS took effect, Medicare payment for anesthesia services stands at just $1 6.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionately high Mcdicare populations. 

In an effort to rcctify this untenable situation, the RUC recomrnendcd that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would resuIt in an increase of nearly $4 00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of anesthcsia services. I am plcased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the 
RUC s recommendat~on 

I 

To cnsurc that our paticnts havc acccss to expert anesthesiology mcdical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immcdiatcly implcmcnting thc ancsthesia conversion factor increase as recomrnendcd by the RUC. 

Thank you for your considcration of this serious matter. 
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Submitter : Dr. richard Bend 

Organization : Mich. Chiro. Assn. International Chiro. assn. 

Category : Health Care Professional or Association 

Issue AreaslComments 

Date: 08/29/2007 

Technical Corrections 

Technical Corrections 

Dcar Govt. Employcc, Bclievc it or not some of us citizens cannot afford the cost of x-ray or other examination fees so removing this option from us will create 
yct anothcr governmcntal hardship on thosc of us who can least afford it. I believe this idea is mis-guided thinking on somc accountants part and penny wise 
pound foolish. Maybc you should leave thc doctoring to the Doctors and Quit meddeling. 
Dr. Bcnd 
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Submitter : Mr. Steven Foley 

Organization : Mt. Mansfield High School 

Category : Academic 

Issue Areas/Comments 

GENERAL 

Date: 08/29/2007 

GENERAL 

To Whom It May Concern, 

I'm an Athlctic Traincr in Vcrmont currently working at a small high school. I am writing today to voice my opposition to the therapy standards and requirements 
in rcgards to thc staffing provisions for rehabilitation in hospitals and facilities proposed in 1385-P. 

Whilc I am conccrncd that thcsc proposcd changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned 
that thcsc proposcd rulcs will crcatc additional lack of access to quality health carc for my patients. 

As an athlctic traincr. 1 am qualificd to pcrform physical mcdicine and rehabilitation services, which you know is not the same as physical therapy. My education, 
clinical cxpcricncc, and national ccrtitication cxam cnsure that my patients receivc quality health care. State law and hospital medical professionals have deemed 
mc qualificd to pcrform thcsc scrviccs and thesc proposed regulations attempt to circumvcnt those standards. 

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

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

Sinccrcly, 

Stcvcn M Folcy 
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Submitter : Dr. Gopal Gadodia 

Organization : Atlantic CardioLink 

Category : Other Health Care Provider 

Issue Areas/Comments 

Resource-Based PE RVUs 

Resource-Based PE RVUs 

Scc Attachcd 

CMS-I 385-P-10862-Attach-1.PDF 

Date: 08/29/2007 
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1305 SOUTH HICKORY STREET 
MELBOURNE, FLORIDA 32901 

(321) 952-9000 
FAX (321 ) 952-9005 

August 28,2007 

Herb B. Kuhn, Deputy Administrator (Acting) 
Centers for Medicare and Medicaid Services 
Department of Health and Human Services 
Attention: CMS-1385-P 
Mail Stop: C4-26-05 
7500 Security Boulevard 
Baltimore, MD 21244-1 850 

Re: Proposed Revisions to Payment Policies Under the Physicians Fee Schedule, 
and Other Part B Payment Policies for CY 2008 

Dear Mr. Kuhn: 

On behalf of Atlantic CardioLir~k and our 13 individual practicing cardiologists, we 
appreciate the opportunity to submit comments to the Centers for Medicare & Medicaid 
Services ("CMS") regarding the "Resource-Based PE RVUJs"section of the above 
referenced July 2, 2007 Proposed Rule. We are specifically concerned with the 2008- 
201 0 PE RVU's established for non-facility outpatient cardiac catheterization procedure 
codes and the significant negative impact that could result for our practice and our patients 
if these values are finalized for the 2008 Physicians Fee Schedule. 

Atlantic CardioLink is an IDTF located in Melbourne, Florida, which was established in 
1999 for outpatient cardiac cath services. This facility has 13 physicians successfully 
utilizing its services. Atlantic CardioLink operates with just one cath lab suite in which we 
perform about 1,000 procedures per year. 

Atlantic CardioLink is a founding member of the Cardiovascular Outpatient Center Alliance 
(COCA) and as such we have actively been involved in the work that COCA has 
accomplished this year to collect and submit direct and indirect cost data to the AMA's 
Practice Expense Review Committee (PERC) of the Relative Value Scale Update 
Committee (RUC). Unfortunately, this process did not allow all of COCA'S data to be 
considered and resulted in PE RVU recommendations to CMS that severely undervalued 
the direct and indirect costs associated with providing these procedures to our patients. 

It is apparent from the July 2, 2007 Proposed Rule that CMS has accepted the RUC 
recommendations without considering the detailed direct cost information that COCA 
provided to CMS in May 2007. The PE-RVU values set out in the July 2 Proposed Rule 
would result in a draconian cut in reimbursement for cardiac catheterizations performed in 



practice or IDTF locations. For example, if the 2007 conversion factor is applied to the 
technical component of the primary three CPT codes for a Left Heart Cath (9351 OTC, 
93555TC, and 93556TC) the reimbursement in 2008 would be cut by 32% and when ,fully 
implemented the total reimbursement would be reduced by 49%. These reductions would 
undoubtedly result in the closing of the majority of non-facility outpatient cardiac 
catheterization labs in the country forcing all patients who now benefit from improved 
access and lower costs into more acute hospital settings. 

It has also come to my attention recently that reimbursement for outpatient hospital APC 
rates (code 0080) have been proposed to receive an increase of 11.19% for 2008 while 
the equivalent procedure performed in an outpatient IDTF setting will receive a decrease in 
reimbursement by 32.18%. 

I am requesting that CMS review the additional cost data provided by COCA and establish 
PE RVU's for outpatient cardiac catheterization procedures that more reasonably reflect 
the direct and indirect costs of providing these procedures. If the proposed RVU's are 
allowed to stand, the outcome will inevitably that will cost the Medicare program more in 
direct APC payments and Medicare patients more in higher deductibles and co-insurance. 

Thank you for this opportunity to comment on this important issue. 

Sincerely, 

Gopal Gadodia, MD 
Medical Director 



Submitter : Dr. Margaret Sedensky 

Organization : University Hospitals of Cleveland 

Category : Physician 

Issue AreaslComments 

GENERAL 

GENERAL 
Lcslic V. Norwalk, Esq. 

Acting Administrator 

Ccnters for Mcdicarc and Mcdicaid Services 

Attcntion: CMS- 1385-P 

P.O. Box 80 18 

Baltimorc. MD 2 1244-8018 

Date: 08/29/2007 

Rc: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Ycar Review) 

Dcar Ms. Nonvalk: 

I am writing to cxprcks my strongest support for the proposal to incrcasc anesthesia payments undcr the 2008 Physician Fec Schedule. I am grateful that CMS has 
rccognizcd thc gross undcrvaluation of ancsthcsia scrviccs, and that thc Agcncy is taking steps to address this complicatcd issue. 

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

In an effort to 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 lopg-standing 
undcrvaluation of ancsthcsia services. I am pleased that the Agcncy accepted this rccommcndation in its proposed rule, and I support full implementation of the 
RUC s recommendation. 

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

I Thank you for your consideration of this serious matter. 
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Submitter : Dr. Mark Lantz 

Organization : Anesthesiology, PA 

Category : Physician 

Issue AreaslComments 

Date: 08/29/2007 

GENERAL 

GENERAL 

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

Rc: CMS- 1385-P 

Ancsthcsia Coding (Part of 5-Ycar Rcvicw) 

Dcar Ms. Nonvalk: 

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

Whcn thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician scrviccs. Today, more than a decade since the RBRVS took 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 rcctify 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 thc long-standing 
undcrvaluation of anesthcsia scrviccs. I am pleased that the Agency accepted this recommendation in its proposed rule, and 1 support full implementation of the 
RLJC s recommendation 

To cnsurc that our paticnts havc acccss to cxpert anesthesiology mcdical care, it is imperative that CMS follow through with the proposal in thc Federal Register 
by fully and immcdiatcly implementing the ancsthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 

Mark S. Lantz, MD 
12200 Orchard Hill 
Edcn Prairie, MN 55344 
Anesthesiology, PA 
952-929- 1643 
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Submitter : Mr. Daniel Hinely 

Organization : Armstrong Atlantic State University 

Category : Other Health Care Professional 

Issue Areas/Comments 

Date: 08/29/2007 

Therapy Standards and 
Requirements 

Therapy Standards a n d  Requirements 

Dear Sir or Madam: 

My name is Daniel R. Hinely and I am the head athletic trainer for Armstrong Atlantic State University in Savannah, GA. As the head athletic trainer I am 
responsible for the healthcare of all the student-athletes at AASU. My job is not an easy one and requires long hours, sevenday work weeks, traveling on buses 
for hours at a time, on top of making sure my athletes are stay healthy enough to compete at a high level. I take pride in what 1 do and in retum my job has been 
very rewarding. My educat~onal and professional background includes both bachelors and a master s degrees, a national certification, as well as state licensure. I 
have devoted many years assuring that 1 practice my profession to the highest standards possible and hope that you recognize this as well. 

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

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

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

Thc lack of acccss and workforce shortage to fill therapy positions is wideIy known throughout the industry. It is irresponsible for CMS, which is supposed to be 
conccmed with thc hcalth of Americans, especially those in rural arcas, 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 secms to have come to thesc proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommcndations of thosc professionals that are tasked with overseeing the day-today health care needs of their patients. I respectfully request that you withdraw 
thc proposcd changcs rclated to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sinccrcly. 

Daniel R. Hincly, MEd, LAT, ATC 
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Submitter : Dr. frederick Campos 

Organization : American Society of lnterventional Pain Physician 

Category : Physician 

Issue AreaslCornments 

GENERAL 

GENERAL 

Scc attachment. Pain physicians will not be providing services to Mcdcdire patients if thc current trcnd continues. 
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Kerry Weems 
Administrator Nominee 
Centers for Medicare & Medicaid Services 
Department of Health and Human Services 
Attention: CMS- 1385-P 
Hubert H. Humphrey Building, Room 445-G 
200 Independence Avenue, S W 
Washington, DC 20201 

Re: CMS-1385-P 

Dear Mr. Weems: 

I would like to thank you for the oppomnity to comment on the Proposed Rule CMS- 
1385-P, "Revisions to Payment Policies under the Physician Fee Schedule, and Other 
Part B Payment Policies for CY 2008" (the "Proposed Rule") published in the Federal 
Register on July 12, 2007 As requested, I have limited my comments to the issue 
identifiers in the Proposed Rule. 

There are approximately 7,000 physicians practicing interventional pain management in 
the United States I am included in this statistic. As you may know physician offices, 
along with hospital outpatient departments and ambulatory surgery centers are important 
sites of service for the delivery of interventional pain services. 

I appreciated that effective January 1, 2007, CMS assigned interventional pain and pain 
management specialties to the "all physicians" crosswalk. This, however, did not relieve 
the continued underpayment of interventional pain services and the payment shortfall 
continues to escalate. After having experienced a severe cut in payment for our services in 
2007, interventional pain physicians are facing additional proposed cuts in payment; cuts as 
much as 7.8% to 19.8% in 2008 alone. This will have a devastating affect on my and all 
physicians' ability to provide interventional pain services to Medicare beneficiaries. I am 
deeply concerned that the continued underpayment of interventional pain services will 
discourage physicians from treating Medicare beneficiaries unless they are adequately paid 
for their practice expenses. I urge CMS to take action to address this continued 
underpayment to preserve Medicare beneficiaries' access. 

The current practice expense methodology does not accurately take into account the 
practice expenses associated with providing interventional pain services. I recommend that 
CMS modify its practice expense methodology to appropriately recognize the practice 
expenses of all physicians who provide interventional pain services. Specifically, CMS 
should treat anesthesiologists who list interventional pain or pain management as their 
secondary Medicare specialty designation, along with the physicians that list interventional 
pain or pain management as their primary Medicare specialty designation, as 
"interventional pain physicians" for purposes of Medicare rate-setting. This modification is 
essential to ensure that interventional pain physicians are appropriately reimbursed for the 
practice expenses they incur. 

RESOURCE-BASED PE R W S  



I. CMS should treat anesthesiologists who have listed intewentional pain or 
pain management as their secondary specialty designation on their 
Medicare enrollment forms as intewentional pain physicians for purposes 
of Medicare rate-setting. 

Effective January 1, 2007, interventional pain physicians (09) and pain management 
physicians (72) are cross-walked to "all physicians" for practice expenses. This cross- 
walk more appropriately reflects the indirect practice expenses incurred by interventional 
physicians who are office-based physicians. The positive affect of this cross-walk was 
not realized because many interventional pain physicians report anesthesiology as their 
Medicare primary specialty and low utilization rates attributable to the interventional pain 
and pain management physician specialties. 

The practice expense methodology calculates an allocable portion of indirect practice 
expenses for interventional pain procedures based on the weighted averages of the 
specialties that furnish these services. This methodology, however, undervalues 
interventional pain services because the Medicare specialty designation for many of the 
physicians providing interventional pain services is anesthesiology. Interventional pain is 
an inter-disciplinary practice that draws on various medical specialties of anesthesiology, 
neurology, medicine & rehabilitation, and psychiatry to diagnose and manage acute and 
chronic pain. Many interventional pain physicians received their medical training as 
anesthesiologists and, accordingly, clinically view themselves as anesthesiologists. 
While this may be appropriate from a clinically training perspective, their Medicare 
designation does not accurately reflect their actual physician practice and associated costs 
and expenses of providing interventional pain services. 

This disconnect between the Medicare specialty and their practice expenses is made 
worse by the fact that anesthesiologists have the lowest practice expense of any specialty. 
Most anesthesiologists are hospital based and do not generally maintain an office for the 
purposes of rendering patient care. Interventional pain physicians are office based 
physicians who not only furnish evaluation and management (EM) services but also 
perform a wide variety of interventional procedures such as nerve blocks, epidurals, 
intradiscal therapies, implant stimulators and infusion pumps, and therefore have practice 
expenses that are similar to other physicians who perform both E M  services and surgical 
procedures in their offices. 

Furthermore, the utilization rates for interventional pain and pain management specialties 
are so low that they are excluded from Medicare rate-setting or have very minimal affect 
compared to the high utilization rates of anesthesiologists. CMS utilization files for 
calendar year 2007 overwhelming report anesthesiologists compared to interventional 
pain physicians and pain management physicians as being the primary specialty 
performing interventional pain procedures. The following table illustrates that 
anesthesiologists are reported as the primary specialty providing interventional pain 
services compared to interventional pain physicians 

CPT Code Anesthesiologists - 
05 

Intewentional Pain 
Management Physicians 



i I  NO^-~acility) I - 09 I 

The high utilization rates of anesthesiologists (and their extremely low practice expenses) 
drive the payment rate for the interventional pain procedures, which does not accurately 
reflect the resource utilization associated with these services. This results in payment 
rates that are contrary to the intent of the Medicare system-physician payment reflects 
resources used in furnishing items and services to Medicare beneficiaries. 

64483 (Inj foramen epidural 11s) 
64520 (N block, lumbarlthoracic) 
64479 (Inj foramen epidural clt) 
623 1 1 (Inject spine 11s (cd)) 

I urge CMS to make a modification to its practice expense methodology as it pertains to 
interventional pain services such that its methodology treats physicians who list 
anesthesiology as their primary specialty and list interventional pain as their secondary 
specialty designation as interventional pain physicians for rate-setting. This pool of 
physicians should be cross-walked to "all physiciansw for practice expenses. This will 
result in a payment for interventional pain services that is more aligned with the resources 
and costs expended to provide these services to a complex patient population. 

I urge CMS not to delay implementing our proposed recommendation to see if the 
updated practice expenses information from the Physician Practice Information Survey 
("Physician Practice Surveyw) will alleviate the payment disparity. While I believe the 
Physician Practice Survey is critical to ensuring that physician services are appropriately 
paid, I do not believe that updated practice expense data will completely resolve the 
current underpayment for interventional pain services. The accurate practice expense 
information for interventional pain physicians will continue to be diluted by the high 
utilization rates and associated low practice expenses of anesthesiologists. 

59 % 
68 % 
58 % 
78 % 

11. CMS Should Develop a National Policy on Compounded Medications 
Used in Spinal Drug Delivery Systems 

@on-Facility) 
18% 
15 % 
21 % 
8% 

We urge CMS to take immediate steps to develop a national policy as we fear that many 
physicians who are facing financial hardship will stop accepting new Medicare 
beneficiaries who need complex, compounded medications to alleviate their acute and 
chronic pain. Compounded drugs used by interventional pain physicians are substantially 
different from compounded inhalation drugs. Interventional pain physicians frequently 
use compounded medications to manage acute and chronic pain when a prescription for a 
customized compounded medication is required for a particular patient or when the 
prescription requires a medication in a form that is not commercially available. 
Physicians who use compounded medications order the medication from a compounding 
pharmacy. These medications typically require one or more drugs to be mixed or 
reconstituted by a compounding pharmacist outside of the physician office in 
concentrations that are not commercially available (e.g., concentrations that are higher 
than what is commercially available or multi-drug therapy that is not commercially 
available). 



The compounding pharmacy bills the physician a charge for the compounded fee and the 
physician is responsible for paying the pharmacy. The pharmacy charge includes the 
acquisition cost for the drug ingredients, compounding fees, and shipping and handling 
costs for delivery to the physician office. A significant cost to the physician is the 
compounding fees, not the cost of drug ingredient. The pharmacy compounding fees 
cover re-packaging costs, overhead costs associated with compliance with stringent 
statutes and regulations, and wages and salaries for specially trained and licensed 
compounding pharmacists bourn by the compounding pharmacies. The physician 
administers the compounded medication to the patient during an office visit and seeks 
payment for the compounded medication from hisher carrier. In many instances, the 
payment does not even cover the total out of pocket expenses incurred by the physician 
(e.g., the pharmacy fee charged to the physician). 

There is no uniform national payment policy for compounded drugs. Rather, carriers 
have discretion on how to pay for compounded drugs. This has lead to a variety of 
payment methodologies and inconsistent payment for the same combination of 
medications administered in different states. A physician located in Texas who provides 
a compounded medication consisting of 20 mg of Morphine, 6 of mg Bupivicaine and 4 
of mg Baclofen may receive a payment of $200 while a physician located in Washington 
may be paid a fraction of that amount for the exact same compounded medication. In 
many instances, the payment to the physician fails to adequately cover the cost of the 
drug, such as the pharmacy compounded fees and shipping and handling. Furthermore, 
the claim submission and coding requirements vary significantly across the country and 
many physician experience long delays in payment. 

We urge CMS to adopt a national compounded drug policy for drugs used in spinal 
delivery systems by interventional pain physicians. Medicare has th'e authority to 
develop a separate payment methodology for compounded drugs. The Medicare 
Prescription Drug, Improvement and Modernization Act of 2003 (the "MMA") mandated 
CMS to pay providers 106% of the manufacturer's Average Sales Price ("ASP") for 
those drugs that are separately payable under Part B. The language makes clear that this 
pricing methodology applies only to the sale prices of manufacturers. Pharmacies that 
compound drugs are not manufacturers, and Congress never contemplated the application 
of ASP to specific drug compounds created by pharmacies. Accordingly, CMS has the 
discretion to develop a national payment policy. 

We believe that an appropriate national payment policy must take into account all the 
pharmacy costs for which the physicians are charged: the cost of the drug ingredient, the 
compounding fee costs, and the shipping and handling costs. We stand ready to meet 
with CMS and its staff to discuss implementing a national payment policy. 

111. CMS Should Incorporate the Updated Practice Expenses Data from 
Physician Practice Suwey in Future Rule-Making 

I commend CMS for working with the AMA, specialty societies, and other health care 
professional organizations on the development of the Physician h c t i c e  Survey. I believe 
that the survey data will be essential to ensuring that CMS has the most accurate and 
complete information upon which to base payment for interventional pain services. I urge 



CMS to take the appropriate steps and measures necessary to incorporate the updated 
practice expense data into its payment methodology as soon as it becomes available. 

IV CMS Should Work Collaboratively with Congress to Fix the SGR 
Formula so that Patient Access will be preserved. 

The sustainable growth rate ("SGR") formula is expected to cause a five percent cut in 
reimbursement for physician services effective January 1,2008. Providers simply cannot 
continue to bear these reductions when the cost of providing healthcare services 
continues to escalate well beyond current reimbursement rates. Continuing 
reimbursement cuts are projected to total 40% by 2015 even though practice expenses are 
likely to increase by more than 20% over the same period. The reimbursement rates have 
not kept up with the rising cost of healthcare because the SRG formula is tied to the gross 
domestic product that bears no relationship to the cost of providing healthcare services or 
patient health needs. 

Because of the flawed formula, physicians and other practitioners disproportionately bear 
the cost of providing health care to Medicare beneficiaries. Accordingly, many 
physicians face clear financial hardship and will have to make painful choices as to 
whether they should continue to practice medicine andlor care for Medicare beneficiaries. 

CMS should work collaboratively with Congress to create a formula that bases updates 
on the true cost of providing healthcare services to Medicare beneficiaries. 

Thank you for the opportunity to comment on the Proposed Rule. My fear is that unless 
CMS addresses the underpayment for interventional pain services today there is a risk that 
Medicare beneficiaries will be unfairly lose access to interventional pain physicians who 
have received the specialized training necessary to safely and effectively treat and manage 
their complex acute and chronic pain. We strongly recommend that CMS make an 
adjustment in its payment methodology so that physicians providing interventional pain 
services are appropriately and fairly paid for providing these services and in doing so 
preserve patient access. 

Sincerely, 

Frederick A. Campos, MD 
148 N Palmetto Ave. 
Flagler Beach, FL 32136 
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Renal Phvsicians Association 

August 3 1,2007 

Herb Kuhn, Acting Director 
Centers for Medicare and Medicaid Services 
Department of Health and Human Services 
Attention: CMS-1385-P 
Mail Stop C4-26-05 
7500 Security Boulevard 
Baltimore, MD 2 1244- 1 850 

Subject: Medicare Program: Proposed Revisions to Payment Policies Under the 
Physician Fee Schedule for Calendar Year 2008 and Other Changes to 
Payment Part B (CMS- 1385-P) Proposed Rule 

Dear Mr. Kuhn: 

The Renal Physicians Association (RPA) is the professional organization of nephrologists 
whose goals are to ensure optimal care under the highest standards of medical practice for 
patients with renal disease and related disorders. RPA acts as the national representative 
for physicians engaged in the study and management of patients with renal disease. We 
are writing to provide comments on selected portions of the 2008 Medicare Fee Schedule 
Proposed Rule. 

RPA's comments will focus on the following issues: 

Work Relative Value Units (WRVUs) for Inpatient Dialysis Services 

Budget NeutralityIFive-Year Review Work Adjuster 

Work Relative Value Units (WRVUs) for Inpatient Dialysis Services 

RPA is writing to reiterate our concerns regarding the Agency's decision not to apply the 
increases in work relative value units (WRVUs) for evaluation and management (E&M) 
services recommended by the American Medical Association's Relative Value Update 
Committee (RUC) as part of the 2007 rulemaking cycle to the inpatient dialysis family of 
services. 



As part of RPA's comments on the 2007 proposed rule, we noted that CMS indicated in 
the 2007 NPRM that the agency concurred with the RUC's recommendation to 
incorporate the full increase for the E&M codes into the surgical global periods for each 
CPT code with a global period of 0 10 and 090. RPA proceeded to state our belief .that 
the outpatient and inpatient dialysis services that use E&M codes as "building blocks" or 
components of their valuation should have the full increases for .the E&M codes 
incorporated into their values as well. This section of our comment concluded by noting 
that the inpatient service codes (CPT Codes 90935-90947) are reported to describe both 
hemodialysis and dialysis procedures other than hemodialysis with all E&M services 
related to the patient's renal disease on the day of the procedure. It should be noted that 
RPA is pursuing valuation of the outpatient dialysis family of services (represented by G- 
codes) through the RUC process, but we believe that the inpatient dialysis services should 
be administratively corrected by CMS. 

To provide some historical background on this issue, in the Medicare Physician Fee 
Schedule Proposed Rule for CY 1995 published on December 8, 1994, and Transmittal 
1776, Change Request 232 1 of the Medicare Claims Manual, HCFNCMS states in both 
documents that "we will bundle payment for subsequent hospital visits (CPT code 9923 1 
through 99233) and follow-up inpatient consultations (CPT codes 99261 through 99263) 
into the fee schedule amounts for inpatient dialysis (CPT codes 90935 through 90947)." 
While follow-up inpatient consultations (CPT codes 99261 through 99263) have been 
deleted from the fee schedule for payment purposes, the subsequent hospital visit codes 
are of course still part of the fee schedule, and RPA urges CMS to add the increase for 
the mid-level subsequent hospital visit, CPT code 99232, to the work RVUs for the four 
inpatient dialysis codes. The increase in work RVUs for CPT code 99232 was 0.33 
RVUs. Following is a chart providing the impact of the increases on the inpatient dialysis 
codes, and the impact of the increase on CPT code 99232, in order to allow for 
comparison on relativity basis: 

CPT Code 2005 Work RVU Provosed 2006 Work RVU % Increase 

As the chart indicates, all of the increases for the inpatient dialysis codes would be 
proportionately less than the increase for the mid-level subsequent hospital visit code. 
Further, these changes would help maintain relativity between the subsequent hospital 
visit code family and the inpatient dialysis code family (although it would not maintain 
this relativity at current levels). As RPA noted in its comments from last year on the 



Five-Year Review pertaining to relativity, "as an example it is illustrative that in 2004 the 
reimbursement for CPT code 90935 was roughly equivalent to a level three subsequent 
hospital visit (CPT code 99233), and if left unchanged the proposed 2007 values will 
result in a reimbursement level that would be roughly equivalent to a level two 
subsequent hospital visit (CPT code 99232). Such a change in relativity does not have 
face-value validity." 

For these reasons, RPA strongly urges CMS to upwardly adjust the work RVUs for each 
inpatient dialysis codes by 0.33 to maintain both equity and relativity with the E&M code 
family as noted above. RPA appreciates CMS' consideration of our recommendations 
regarding revaluation of the inpatient codes as we believe this issue is critically important 
to the future of the subspecialty, and accordingly we will be seeking to arrange a meeting 
with the responsible CMS leadership and staff to further address this issue. 

Budget NeutralityIFive-Year Review Work Adjuster 

RPA supports the comments of the AMA RUC and others in opposing CMS' use of a 
work adjuster to achieve budget neutrality in the fee schedule. Our stance is based on the 
following factors: (I) the long history of the Agency making changes of this nature 
through an adjustment to the conversion factor (CF); (2) the disruption in the relativity of 
the fee schedule services that is caused by the use of the work adjuster; (3) the fact that an 
adjustment to the CF is preferable because it recognizes that budget neutrality is 
mandated for monetary reasons, and thus the CF, as the monetary multiplier in the 
Medicare payment formula, is the most appropriate and transparent place to adjust for 
budget neutrality. For these reasons, RPA strongly urges CMS to eliminate the work 
adjuster and make any necessary budget neutrality adjustments to the conversion 
factor. 

As always, we welcome the opportunity to work collaboratively with CMS in its efforts 
to improve the quality of care provided to the nation's ESRD patients, and we stand ready 
as a resource to CMS in its future endeavors. Any questions or comments regarding this 
correspondence should be directed to RPA's Director of Public Policy, Rob Blaser, at 
301 -468-35 15, or by email at -. 

Sincerely, 

(+ < Icrir 
Alan Kliger, M.D. 
President 



Submitter : Dr. Damion Loperfito Date: 08/29/2007 

Organization : Dynamic Care, Inc. 

Category : Chiropractor 

Issue AreasIComments 

GENERAL 

GENERAL 

CMS- 1385-P. Technical Correct~ons' 
Plcasc abolish this rccomrncndation. Patients requiring x-rays for proper treatment should not be forced to see their primary medical doctor first for a referral. 
This is an uncccssary cost burden for our seniors. Not reimbursing DC's for x-rays is limiting enough. Please do not add another obstacle in our treatment of 
Mcdicarc paticnts. Thank you. 
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Submitter : Mrs. Jessica Hess 

Organization : Ridgeview Medical Center 

Category : Other Health Care Professional 

Issue Areas/Comments 

GENERAL 

GENERAL 

Dcar Sir or Madam: 

Date: 08/29/2007 

My namc is Jessica Hcss. I am a certified athletic trainer in the state of Minnesota. I work in the outpateint rehabilitation services setting for Ridgeview Medical 
Ccntcr, a hospital in Waconia, MN. Ridgeview also contracts my athletic training services out to an arca college as well as high schools. I have an extensive 
cducation in the athlctic trainlng and exercise physiology fields to support my practicc. Athletic trainers are medical professionals who are experts in injury 
prcvcntion. asscssment, treatmcnt and rehabilitation, particularly in the orthopedic and musculoskeletal disciplines. 

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

Whilc I am conccrncd that thcse proposcd changes to thc hospital Conditions of Participation have not received the proper and usual vetting, 1 am morc conccmcd 
that thcsc proposcd mlcs will creatc additional lack of acccss to quality hcalth care for my paticnts. 

As an athlctic traincr, I am qualificd to perform physical mcdicinc and rehabilitation services, which you know is not thc same as physical therapy. My education, 
clinical cxpcricncc, and national certification exam ensure that my patients rcceive quality health care. State law and hospital medical professionals have deemed 
mc qualified to pcrform thcse services and these proposed regulations attempt to circumvent those standards. 

The lack of access and workforce shortage to f i l l  thcrapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
concerncd with thc hcalth of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of 
staffing in hospitals and othcr rehabilitation facilities arc pertinent in ensuring patients receive the best, most cost-effective treament available. 

1 Since CMS scems to have come to thcse proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommcndations of thosc professionals that arc tasked with overseeing thc day-to-day health care needs of their paticnts. I respectfully request that you withdraw 
thc proposcd changcs rclated to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sinccrcly, 

lcssica Hcss,MA,ATC 
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Submitter : 

Organization : 

Category : Chiropractor 

Issue Areas/Comments 

Date: 08/29/2007 

Technical Corrections 

Technical Corrections 

Ccntcrs for Mcdicarc and Mcdicaid Scrviccs 
Dcpartmcnt of Health and Human Serviccs 
Attcntion: CMS- 1385-P 
PO Box 8018 
Baltirnorc, Maryland 2 1244-801 8 

Re: TECHNICAL CORRECTIONS 

Thc pmposcd rulc datcd July 12th contained an item undcr the technical corrections section calling for thc current regulation that pcrmits a beneficiary to be 
rcimburscd by Mcdicare for an X-ray taken by a non-treating provider and uscd by a Doctor of Chiropractic to determine a subluxation, be eliminated. 1 am 
writing in strong opposition to this proposal. 

Whilc subluxation docs not nccd to be detccted by an X-ray, in somc cascs the paticnt clinically will requirc an X-ray to identify a subluxation or to rulc out any 
"rcd flags," or to also dctcrminc diagnosis and treatment options. X-rays may also bc rcquircd to help detenninc the need for funher diagnostic testing, i.e. MRI 
or for a rcfcrral to thc appropriatc specialist. 

By limiting a Doctor of Chiropractic from rcfemng for an X-ray study, the costs for patient care will go up significantly due to the necessity of a referral to 
anothcr providcr (orthopcdist 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 dclaycd illnesses that could be life threatening may not be discovered. Simply put, 
it is thc patient that will suffcr as result of this proposal. 

I strongly urgc 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 suffcr should this proposal become standing regulation. 

Sinccrcly. 

Jcromc R. Schulcr, DC 
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Submitter : Mrs. Date: 08l2912007 

Organization : Mrs. 

Category : Physician 

Issue AreasICornments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

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-cert~fied pathologist and a member of the College of American 
Pathologists. I practicc in [include city, statc of your primary practice area] as part of [include a description of your pathology practice, whether you are a solo 
practitioner or part of a 5-membcr pathology group and whether you operate an independent laboratory or practicc in a hospital or other setting.] 

1 applaud CMS for undertaking this important initiative to end self-referral abuses in the billing and payment for pathology services. I am aware of arrangements 
that give physician groups a share of the revenues from the pathology services ordered and performed for the group s paticnts. 1 believe these arrangements are an 
abusc of thc Stark law prohibition against physician self-referrals and I support revisions to close the loopholes that allow physicians to profit from pathology 
scrviccs. 

Spccifcally 1 support thc expansion of the anti-markup rule to purchased pathology interpretations and the exclusion of anatomic pathology from the in-officc 
ancillary SCN~CCS cxccption to thc Stark law. These revisions to thc Medicare reassignment rule and physician self-referral provisions are necessary to eliminate 
financial sclf-intcrcst in clinical decision-making. I bclieve that physicians should not be able to profit from the provision ofpathology services unless the 
physician is capablc of personally performing or supervising the scrvice. 

Opponents to thcsc proposcd changes assert that their captive pathology arrangements enhancc patient care. I agrec that the Medicare program should ensure that 
providers furnish carc in the best interests of their patients, and, restrictions on physician self-referrals are an impcrativc program safeguard to cnsure that clinical 
decisions arc dctcrmincd solely on the basis of quality. The proposcd changes do not impact the availability or dclivery ofpathology services and are designed 
only to rcmove the financial conflict of interest that compromiscs thc integrity of the Medicare program. 

Sinccrcly, 
V.Rajaram 
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Submitter : Dr. Pat Aronson 

Organization : Lynchburg College 

Category : Academic 

Issue AreaslComments 

Date: 08/29/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dcar Sir or Madam: 

I am a professor at Lynchburg College in Virginia. I havc been an Athlctic Traincr for over 25 years and I now teach courses in our accredited curriculum. I also 
placc studcnts with othcr hcalth professionals; MDs, Physician Assistance, Physical Therapists, et. As a licensed Physical Therapy Assistant, I am vcry familiar 
with the PT sctting. 

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

Whilc I am conccrned that thcsc proposcd changes to tbc hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned 
that thcsc proposcd rulcs will crcatc additional lack of access to quality hcalth carc for my patients. 

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

Thc lack of acccss and workforce shortage to fill therapy positions is widcly known throughout the industry. It is irresponsible for CMS, which is supposed to be 
concerncdwith the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. Thc flexible currcnt standards of 
staffing in hospitals and othcr 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 witbout clinical or financial justification, I would strongly encourage the CMS to considcr the 
rccommcndations of thosc professionals that are tasked with oversccing the day-to-day health care needs of their patients. I respectfully request that you withdraw 
thc proposcd changcs rclated to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sinccrcly. 

Patricia Aronson, PhD, ATC. VATC, LPTA 
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Submitter : Paul Tull 

Organization : Paul Tull 

Category : Other Health Care Professional 

Date: 08/29/2007 

Issue AreasIComments 

GENERAL 

GENERAL 

I am a CRNA in Arkansas. We are one of the lowest Medicare reimbursement rates in the US. Please consider this increase to bring us up to be able to compete 
with surrounding states. 

Thanks for your considcration. 

Sincerely, 
Paul W. Tull, CRNA 
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Submitter : Mrs. Kim Pruitt 

Organization : Mrs. Kim Pruitt 

Category : Nurse 

Issue AreaslComments 

GENERAL 

GENERAL 

Dear Ms. Norwalk: 

Date: 08/29/2007 

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

Whcn the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
other physician scrviccs. Today, morc than a decadc since the RBRVS took cffcct, Mcdicare payment for anesthesia services stands at just $16.19 pcr unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creatlng an unsustainable system In which anesthesiologists are being forced away from 
areas with disproponionatcly high Medicarc populations. 

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

To cnsurc that our paticnts have acccss to expert anesthesiology mcdical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immcdiatcly implcmcnting the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your considcration of this serious matter 

Kim Pruitt. BSN 
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Submitter : Dr. Scott Semlow 

Organization : Dr. Scott Semlow 

Category : Chiropractor 

Issue AreaslComments 

Date: 08/29/2007 

Technical Corrections 

Technical Corrections 

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 

Thc proposed mlc dated July 12th contained an item under the technical correetions section calling for the current regulation that permits a beneficiary to bc 
rcimburscd by Mcdicarc for an X-ray taken by a non-treating provider and used by a Doctor of Chiropractic to determine a subluxation, be eliminated. I am 
writing in skong opposition to this proposal. 

Whilc subluxation docs not nced 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 dcterminc 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 rcfcrral to thc appropriate specialist. 

By limiting a Doctor of Chiropractic from referring for an X-ray study, the costs for patient care will go up significantly due to the necessity of a refcrral to 
anothcr providcr (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 paticnt that will suffer as result of this proposal. 

I skongly urgc you to tablc this proposal. These X-rays, if needed, arc 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. 

Sinccrcly, 
Scon R Scmlow 
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Submitter : Dr. Mark Fritsch Date: 08/29/2007 

Organization : Consultants in Pathology 

Category : Physician 

GENERAL 

GENERAL 

I am a board-certificd pathologist who practices in a 20-physician single-specialty group practice. I believe that the proposed legislation embodied in CMS- 
1385-P (Proposed Revisions to Payment Policies Under the Physician Fee Schedule ...) is a step in the right direction to curb physician self-referral. I believe 
that physicians should not be permitted to continue to make a protit from the provision of pathology services when they are not the actual provider of such 
services. Current law allows this abuse and increases healthcare costs for many patients. 
Yours truly, 
Mark A. Fritsch, M.D. 
2 19 E. Lake Shorc Dr. 
Chicago, 1L 6061 1 
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Submitter : Patricia Gilbert Date: 08/29/2007 

Organization : Patricia Gilbert 

Category : Other Health Care Professional 

Issue Areas/Comments 

GENERAL 

GENERAL 

Hello, 
I am a CRNA in Arkansas, and we are one of the lowest reimbursed states for Medicare. Pelase consider this inerease so that we may compete with surrounding 
states. 
Have a nice day, 
P. Gilbert. CRNA 
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Submitter : Mr. Kevin Ennis 

Organization : Carolina Sportscare and Physical Therapy 

Category : Comprehensive Outpatient Rehabilitation Facility 

Issue Areas/Comments 

Therapy Standards and 
Requirements 

Therapy Standards and Requirements 

Scc anachmcnt. 
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Submitter : Dr. THOMAS BRALLIAR 

Organization : AMERICAN SOCIETY OF ANESTHESIOLOGISTS 

Category : Physician 

Issue Areas/Comments 

Date: 08/29/2007 

GENERAL 

GENERAL 

Lcslic V. Norwalk, Esq. 
Acting Administrator 
Ccntcrs 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-Ycar Rcview) 

Dcar Ms. Nonvalk: 

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

Whcn thc RBRVS was instituted, it creatcd a huge payment disparity for ancsthesia care, mostly due to significant undervaluation of anesthesia work comparcd to 
othcr physician scwiccs. 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 
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 recommendat~on. 

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 implcmcnting the anesthesia convcrsion factor increase as recommended by the RUC. 

Thank you for your considcration of this scrious matter. 
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Submitter : Dr. Susan Polk 

Organization : American Society of Anesthesiologists 

Category : Physician 

Issue Areas/Comments 

Date: 08/29/2007 

GENERAL 

GENERAL 

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

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

Dcar Ms. Nonvalk: 

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

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

In an cffort to rcctify this untenable situation, the RUC recommended that CMS increase thc anesthesia conversion factor to offset a calculated 32 pcrccnt work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of anesthesia 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 patients havc access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in thc Federal Register 
by fully and immcdiatcly implcmenting the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your considcration of this serious mattcr 

Page 1720 of 2934 August 30 2007 08:35 AM 



Submitter : Dr. Robert Nathan 

Organization : Joint Council of Allergy, Asthma and Immunology 

Category : Health Care Provider/Association 

Issue Areas/Comments 

Coding-- Payment For lVlG 
Add-On Code 

Coding-- Payment For IVlG Add-On Code 

See Attachment 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

See Attachment 
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Joint Council 
of Allergy, 
Asthma and 

August 29, 2007 

Submitted Electronically at 
http://www .cms. hhs.qov/eRulemakinq. 

Immunology 
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Herb Kuhn 
Acting Deputy Administrator 
Centers for Medicare and Medicaid Services 
200 Independence Avenue 
Washington, DC 20201 

Re: Proposed Revisions to Payment Policies 
Under the Physician F e  Sthedule, and Other 
Part B Payment Policies for CY 2008, 72 Fed. 
Reg. 38,122 (July 12, 2007); (1)Coding- 
Payment for IVIG-Add-on Code (2)Physician 
Self Referral Provisions; 

Dear Mr. Kuhn: 

The Joint Council of Allergy, Asthma and Immunology (JCAAI) appreciates 
this opportunity to submit comments on the Proposed Revisions to Payment 
Policies under the Physician F e  Schedule and Other Part B Payment Policies 
h r  CYZOO8, as published in the July 12, 2007 Federal Register. JCAAI is an 
organization sponsored by the American Academy of Allergy, Asthma and 
Immunology and the American College of Allergy, Asthma and Immunology. 
It represents the interests of over 3,000 physicians board-certified in allergy 
and immunology. 

IVIG 

JCAAI supports the proposal to continue, for one-year, the add-on payment 
designed to compensate physicians for difficulty in the acquisition of IVIG. 
Allergists are still experiencing considerable difficulties locating and purchasing 
IVIG for their patients with immune deficiency disease. Therefore, we believe an 
extension of the add-on payment for another year is appropriate. 

Physician Self-Referral Provisions 

JCAAI has serious concerns regarding the proposed changes to the anti-markup 
and reassignment rules as they apply to the professional component of diagnostic 
tests. Allergists frequently perform pulmonary function tests in the office to 
evaluate their patients with asthma. These tests, which are typically done in 
conjunction with an office visit, have both a professional component and a 
technical component and can be billed separately or globally. However, this test is 
virtually always performed in the office in the context of a patient visit and not by 
an "outside supplier." I n  other words, unlike the technical component of imaging 
or other diagnostic services which are often performed in freestanding centers or 
facilities - the technical component of pulmonary function tests is performed in the 
allergist's office by office clinical staff and then interpreted by the allergist. The 
results of the test are typically used in diagnosing and treating the patient during 
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Page 2 
August 29, 2007 
PFS 2008 

Although the majority of allergists are engaged in full-time practice, it is not unusual for an allergist to 
work either part-time or as a contractor to an allergy or multi-specialty practice. Under the proposed 
rule, allergy groups that bill, under a reassignment, for their part-time or independent contractor 
physicians would be required to include on the claim the amount of that physician's "charge" to the 
group. Failure to include such a charge would result in denial of payment. This requirement would be 
virtually impossible to meet because allergists, whether employees or contractors, are not paid by the 
individual service. The proposed rule puts groups in the impossible position of having to assign a 
"charge" to a service for which there is no charge and risk false claims liability or not include a charge 
and not be paid for the service. Further, we question whether CMS has the legal authority to reimburse 
physician services (as opposed to diagnostic tests) based on a methodology that is different than that set 
forth in section 1848 of the Medicare statute which requires payment based on the lower of the fee 
schedule amount or the physician's charge to Medicare. 

For these reasons, we strongly urge that CMS not extend the applicability of the anti-markup rule to 
physician interpretations of diagnostic tests. At the very least, an exception should be made for 
pulmonary function testing and other diagnostic tests that are performed as an integral part of a 
physician evaluation and management service. 

We thank you for considering our comments. I f  you have questions, please feel free to contact our 
Washington representative, Rebecca Burke, at 202-872-6751. 

Sincerely, 

Robert A. Nathan, MD 
JCAAI President 
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CMS- 1385-P-10952 Revisions to Payment Policies Under the Physician Fee Schedule, 
and Other Part B Payment Policies; Revisions to Payment Policies 
for Ambulance Services for CY 2008; 

Submitter : Mr. Curt Chase Date & Time: 08/29/2007 

Organization : Blackwell Sanders LLP 

Category : AttorneyILaw Firm 

Issue AreasIComments 
GENERAL 

GENERAL 

Please see attachment. 



prohibition of provider-based joint ventures between hospitals and referring physicians. 
Pursuant to the provider-based rules, hospitals and physicians are able to create an equity 
joint venture that qualifies as a provider-based department of the hospital. However, 
because a department of a hospital is not able to obtain its own Medicare provider 
number and bill directly for its services, the joint venture entity provides the services to 
the hospital in exchange for a fee and the hospital bills Medicare for the service. Such 
arrangements are common for hospital surgery departments that are joint ventures with 
the hospital's surgeons. In these situations, the joint venture and the hospital can satisfy 
the provider-based rules and the contractual arrangement between the joint venture and 
the hospital meets the under arrangements rules. 

If the definition of Entity is changed to include the joint venture entity described above 
that provides the DHS, the physician owners of the joint venture would have an 
ownership interest in a DHS Entity as opposed to a compensation arrangement with the 
hospital and the arrangement would fail to meet an exception under the Stark laws. The 
unintended effect of the proposed definitional change is inconsistent with the provider- 
based regulations and would prohibit many legitimate provider-based joint ventures. 

3. Certain Referrals and Services Should be Excluded from Changes. The Stark 
analysis under the proposed regulations may be applied to various types of under 
arrangement service providers with varying consequences. The examples cited by CMS 
include clinical laboratory services, therapy, and radiology. However, to the extent the 
physician-owners of the newly defined DHS Entity are pathologists, radiologist or 
radiation oncologists (and such ownership corresponds to the service provided under 
arrangements with the Entity), no referral will occur to the Entity because of the statutory 
and regulatory exclusions from the definition of referral.3 

In Stark 11, Phase I, CMS excluded services personally performed by the referring 
physician from the definition of "refe~~al".~ CMS further commented that personally 
performed services are those services physically performed by the referring physician.5 
In the under arrangements context, cardiac catheterizations and other therapeutic services, 
including surgical procedures, are physically performed by the physician. Because 
cardiac catheterizations are personally performed by a referring physician, they are 
essentially provided as an extension of the physician's practice, similar to outpatient 
surgical procedures. If services such as cardiac catheterizations or outpatient surgery 
were preformed in an ASC or a physician's practice, they would not even qualify as DHS 
and would not be subject to Stark. However, these same services personally provided by 
a physician in a hospital setting (through a contractual arrangement that meets the under 
arrangements rules) are subject to Stark because the service is now considered a hospital 
inpatient or outpatient service. Therefore, we request that CMS clarify that these services 
constitute personally performed services excepted from the Stark definition of referral or 
exclude these types of service providers from the new definition of Entity. 

See 42 U.S.C. 5 1395nn(h)(5)(C). 
66 Fed. Reg. 3 at 859 (Jan. 4,2001). 

5 See id. at 871. -- 
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The blanket approach to redefining the definition of Entity captures all under 
arrangements deals (even those where the physician is personally performing the service) 
and excludes otherwise legitimate hospital / physician affiliations. There is little risk of 
overutilization or abuse of these types of services - which is why they are not subject to 
Stark as DHS when provided outside of the hospital setting. Moreover, the existing CMS 
definition of services provided under arrangement requires that medical necessity 
continue to be determined by and monitored by the hospital. Therefore, services 
personally performed by physicians, such as cardiac catheterizations and surgical 
procedures should be carved out of the definition of referral or not be included in the new 
definition of Entity. CMS should challenge such deals that it believes are resulting in 
care that is not medically necessary or being abused through the currently existing civil 
and criminal penalties protecting the system and not through a broad prohibition of 
otherwise legitimate arrangements. 

4. Lack of Clear Guidance Related to A~plication of Revised Definition of Entitv. The 
proposed revision to the Stark definition of Entity will also pose significant challenges in 
the application of the new definition in the under arrangements context. The challenge 
lies in determining whether or not an entity is deemed to have performed DHS and as 
such, would constitute a DHS Entity under the revised definition. CMS has clearly taken 
the position that a hospital department cannot contract out all of its patient care services 
through under arrangements contracts. Accordingly, some portion of the service will be 
provided by the hospital and some portion of the service will be provided by the under 
arrangement provider entity. 

"Under arrangements" has become shorthand for a broad array of service contracts 
utilized in varying situations and CMS has provided no guidance regarding where the line 
exists in terms of what portion or type of services provided by an under arrangements 
provider is enough to constitute the performance of DHS under the revised definition of 
Entity. For example, what if a hospital department enters into a contract for management 
services, an equipment lease, a space lease, an employee lease for technical and ancillary 
personnel, or varying combinations of the previous four components from an under 
arrangements provider - is the third party entity "performing" DHS? Will the revised 
definition of Entity be met if an under arrangements entity provides the technical portion 
of a service under arrangement? What constitutes the technical portion of a service? 
Does it matter if the third party contracted entity is only providing one service (i.e., the 
equipment or the staff)? What if the only services being provided by the third party are 
management services? Is the management company "performing" DHS as an "Entity"? 
Due to the individual parties involved in each under arrangements relationship and the 
negotiations specific to each deal, the portion of the technical component provided 
"under arrangements" will vary significantly from deal to deal and at this point, no 
formal definition of "technical component" exists. 

As a result of the uncertainties discussed above, it will be virtually impossible to 
determine if the proposed definition of Entity applies to any individual entity involved in 
any particular financial arrangement. Therefore, we request that CMS discard the 
proposed revisions to the definition of Entity to avoid the extreme complications related 
to the application and enforcement of such a vague and overbroad definition. 



Submitter : Alison Kotek 

Organization : AthletiCo LTD 

Category : Other Health Care Professional 

Issue Areas/Comments 

Date: 08/29/2007 

GENERAL 

GENERAL 

Dcar Sir or Madam: 

I am a Ccrtificd Athletic Trainer who graduated from Indiana University in 2004 with a BS in Kinesiology and an emphasis in Athletic Training. I am also a 
Pcrsonal Enhancemcnt Specialist through the National Academy of Sports Medicine. I currently work in the Chicagoland area for AthletiCo, LTD. I work as an 
ATC and also as thc Regional ATC Coordinator for downtown Chicago. 

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

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

As an athlctic trainer, I am qualified to perform physical medicine and rehabilitation xrvices, which you know is not the same as physical thcrapy. My education, 
clinical cxpcricncc, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed 
me qualified to pcrform 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 reccive the best, most cost-effective treatment available. 

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

Sinccrcly, 

Alison Kotck, ATC. NASM-PES 
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Submitter : Ms. Maureen Thompson 

Organization : Salisbury University 

Date: 08/29/2007 

Category : Other Health Care Professional 

Issue Areasfcomments 

GENERAL 

GENERAL 

Dcar Sir or Madam: 

My name is Maureen Thompson and I am a certified athletic trainer. I am currently employed at Salisbury University in Salisbury, MD. I have a master's degree 
from Jamcs Madison University and two undergraduate degrees from Salisbury University. 

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

Whilc 1 am conccmcd that thcsc proposcd changes to the hospital 
Conditions of Participation havc not received thc proper and usual 
vctting, I am morc concemcd that thcse proposed rules will crcate 
additional lack of acccss to quality hcalth care for my patients. 

As an athletic traincr, I am qualified to perform physical medicine and 
rchabilitation scrviccs, which you know is not the same as physical 
thcrapy. My cducation, clinical experience, and national certification 
cxam ensurc that my paticnts reccive quality health care. State law and 
hospital mcdical professionals havc deemed me qualified to perform these 
scrviccs and thcsc proposcd regulations attempt to circumvent those 
standards. 

Thc lack of acccss and workforce shortage to fill therapy positions is 
widcly known throughout thc industry. It is irresponsible forCMS, which 
is supposcd to bc conccmcd with the health of Americans, especially 
thosc in rural arcas, to furthcr rcstrict their ability to receive thosc 
scrviccs. Thc flcxiblc currcnt standards of staffing in hospitals and 
othcr rchabilitation facilitics are pcrtincnt in ensuring patients 
rcccivc the best, most cost-effective treatment available. 

Sincc CMS sccms to have come to these proposed changes without clinical 
or financial justification, 1 would strongly encourage the CMS to 
considcr thc recommcndations of those professionals that are tasked with 
ovcrsccing thc day-to-day hcalth care needs of their patients. I 
rcspccthlly requcst that you withdraw thc proposed changes related to 
hospitals, rural clinics, and any Medicare Part A or B hospital or 
rchabilitation facility. 

Sinccrcly, 

Maurccn Thompson, MS. ATC 
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Submitter : Mr. Mark Miller 

Organization : OFC Back Care Center 

Category : Physical Therapist 

Issue Areas/Comments 

Date: 08/29/2007 

GENERAL 

GENERAL 

Dear Madam or Sir: 

I am a practicing Physical Therapis and Athletic Trainer and have done so for 33 and 26 years respectively. I am currently in an outpatient clinical setting, having 
worked in a hospital setting previously. Thirty-one of my career years have been as a Director1 Manager of reab departments. 

Today, I am contacting you regarding opposition to the therapy standards and requiremcnt. for staffing provisions for rehabilitation in hospitals and facilities 
proposed in 1385-P. In doing so, I feel that these proposed rules will cause further lack of access for quality health care for patients. 

Throughout my managcment carcer, it has been a constant challenge to recruit adequate staff to provide quality care. When staff shortages occurred, patients often 
did not rcccivc their full complimcnt of treatments. Athletic Trainers arc qualified to perform physical medicine and rehabilitation services. This is quantified 
through an A.T. education, clinical expericncc(s), as wcll as certification by a national cxamination. In addition, state law(s) and other medical professionals 
recognize thcse qualifications. This proposal, however, appears to ignore thesc standards and qualifications. 

Thc staff shortages mcntioncd above, are more recognized in less populated areas. As a result, some clientele may receive sub-standared care regarding trcatment 
frcqucncy. A Ccnified Athletic Trainer is certainly qualified to provide treatment for conditions of musculoskeletal origin, and more importantly receive 
reimbursement for thosc services 

I rcspcctfully cncourage the CMS withdraw the proposed changed related to hospitals, clinics, and other Medicare Part A & B facilities and thus enable other 
hcalth carc professionals to participate in the management of day-to-day health care needs of clientele that justly deserve the care. 

Rcspcctfully submitted 

Mark L. Millcr, MS; PT; ATIR 
Physical ThcrapistIAthletic Traincr 
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Submitter : Dr. Lawrence Siegel 

Organization : Stanford University 

Category : Physician 

Issue AreasIComments 

Date: 08/29/2007 

GENERAL 

GENERAL 

Leslic V. Norwalk, Esq. 
Acting Administrator 
Ccnters for Mcdicare and Medicaid Services 
Attcntion: CMS-1385-P 
P.O. Box 8018 
Baltimorc, MD 21244-801 8 

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

Dcar Ms. Norwalk: 

I am writing to cxprcss my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am delighted that CMS 
has recognized thc undervaluation of anesthesia services, and that thc 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 scrviccs. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at only $16.19 per unit. This 
amount does not cover the cost of caring for our natlon s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionately high Medicare populations. 

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

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

Thank you for your considcration of this serious matter. 

Sincerely yours, 
Lawrcncc Sicgcl, M.D. 
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Submitter : Heather Brown 

Organization : MVP Physical Therapy 

Category : Other Health Care Professional 

Issue AreasIComments 

GENERAL 

GENERAL 

Dear Sir or Madam: 

Date: 08/29/2007 

My namc is Hcathcr Brown and I am both a certified athletic trainer (ATC) and a physical therapist assistant (PTA). 1 currently work for MVP Physical Therapy in 
the clinic and thc sccondary school sctting. I have a bachelor's degree in sports medicine from an accredited university and am licensed in the state of California as 
a PTA. Rcccntly the state of Washington passed legislature to license the PTA as well as the ATC, and both will go into effect in July 2008. 1 am also a mcmber 
of thc NATA. 

1 aln writing today to voiec my opposition to the therapy standards and requircmcnts in rcgards to the stafing provisions for rehabilitation in hospitals and 
facilities proposed in 1385-P. 

Whilc 1 am conccmed that thcse proposcd 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. 

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 cxpcricnce, 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 proposcd regulations attempt to circumvent those standards. 

Tllc 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 
conccmcd with thc hcalth of Amcricans, especially thosc in rural areas, to further restrict their ability to receive thosc 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 havc come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
recommendations of those professionals that arc tasked with overseeing the day-today 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. 

Sincercly. 

Heather Brown, ATC, PTA 
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Submitter : Mr. Steven Rothermel 

Organization : Reading Berks Physical Therapy 

Category : Other Health Care Professional 

Issue Areas/Comments 

Date: 08/29/2007 

Therapy Standards and 
Requirements 

Therapy Standards and  Requirements 

Dear Sir or Madam: 

My namc is Stcvcn Rothcrmcl: I am a certified Athletic Trainer who works in a secondary school for a physical therapy clinic. I am there to providc emergcncy 
care and rehabilitation services to the school district that I work at. This is a very ~nvolved job as I have many different positions that I fill. I have a bachelors 
dcgrcc in Athlctic Training and a Masters degree in Education. To evcn become an Athletic Trainer I had to pass one of the most rigorous certification exams out 
thcre today. I work very hard to keep up my certification and to continuously learn new ideas and treatments in the medical world today. 

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

Whilc I am conccrncd 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 creatc additional lack of access to quality health care for my patients. 

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

Thc lack of acccss and workforce shortagc 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 othcr rchabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available. 

Sincc CMS sccms to havc comc to thcsc proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccornmendations 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 proposcd changes related to hospitals, rural clinics, and any Medicarc Part A or B hospital or rehabilitation facility. 

Sincerely, 

Steven A Rothermcl, MEd., ATC 
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Submitter : Mr. Michael Reitz 

Organization : Mr. Michael Reitz 

Category : Individual 

Issue AreasIComments 

Date: 08/29/2007 

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

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

To ensure that our patients have access to expcn 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 incrcase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 

Michael Alan Rcitz 
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Date: 08/29/2007 Submitter : Dr. Alexis Carras 

Organization : Dr. Alexis Carras 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

In a practice which has a large medicare patient population, the increased reimbursement will help us continue to provide patient care to mcdicarc patients 
cffcctivcly. 
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Submitter : Mr. 

Organization : Mr. 

Date: 08/29/2007 

Category : Local Government 

Issue AreadComments 

Ambulance Services 

Ambulance Services 

Our organization provides emergency ambulance services to the communities which we serve. The proposed rule would have a severely negative direct impact on 
our operation and the high quality health care we provide to Medicare beneficiaries. In addition, we believe this proposed rule will inappropriately provide 
incentives to scek signatures from paticnts who are in need of medical care and under mental duress. Additionally, this proposed rule would have a negative 
impact on wait times in the emergency room impacting our operations and the operations of emergency rooms throughout the counhy. We therefore urgently 
submit commcnts on ills of thc proposed rule. 

In summary, hcrc arc thc points we would likc you to consider: 
? Bcncficiarics undcr durcss should not be requircd to slgn anything; 
? Exccptions whcrc bcncficiary is unable to sign alrcady exist and should not be madc morc stringent for EMS; 
? Authorization proccss is no longcr rclcvant (no more papcr clalms, assignment now mandatory, HIPAA authorizes disclosures); 
? Signature authorizations rcquircmcnt should be waivod for cmcrgcncy encounters. 

We understand that the proposed rule was inspired by the intention to relieve the administrative burden for EMS providers. However, the relief being proposed 
by CMS would have the unintended effect of increasing the administrative and compliancc burden on ambulance services and the hospitals and would result in 
shifting thc payment burdcn to the patient if they fail to comply with the signature requirements at the timc of incident. Accordingly, we urge CMS to abandon 
this approach and instead climinate entirely the beneticiary signature requirement for emergency ambulancc services. 

Bill Huff 
EMS Chief 
Miramar Firc-Rcscuc 
Miramar FI. 
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Submitter : Dr. Thomas Kennerly 

Organization : Greenville Anesthesiology 

Category : Physician 

Issue AreasIComments 

Date: 08/29/2007 

GENERAL 

GENERAL 
Lcslic V. Norwalk, Esq. 
Acting Administrator 
Ccnters for Mcdicarc and Medicaid Services 
Attcntion: CMS-1385-P 
P.O. Box 8018 
Baltimorc. MD 21244-8018 

Rc: CMS- 1385-P 

Ancsthcsia Coding (Part of 5-Ycar Rcvicw) 

Dcar Ms. Norwalk: 

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

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

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

To cnsurc that our patients havc access to expert anesthesiology medical care. it is imperative that CMS follow through with the proposal in the Fedcral Register 
by fully and immcdiatcly ~mplcmenting the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 

Sincercly, 

Thomas Kcnnerly,M.D. 
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Submitter : Joseph Seltzer Date: 08/29/2007 

Organization : Joseph Seltzer 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

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

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

Dcar Ms. Nonvalk: 

I am writing to cxpress my strongest support for the proposal to increasc ancsthesia payments under the 2008 Physician Fec Schedule. I am grateful that CMS has 
rccognizcd thc gross undcrvaluation of ancsthesia scrviccs, and that thc Agency is taking stcps to address this complicated issue. 

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

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

To cnsurc that our paticnts havc acccss to cxpcrt ancsthesiology medical carc, it is imperative that CMS follow through with thc proposal in the Federal Register 
by fully and immcdiatcly implementing thc anesthesia conversion factor incrcase as recommended by the RUC. 

Thank you for your considcration of this serious matter. 
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Submitter : Dr. David Reitz 

Organization : Allina 

Category : Physician 

Date: 08/29/2007 

GENERAL 

GENERAL 

Dcar Ms. Nowalk: 

I am writing to exprcss my strongcst support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am gratcful that CMS has 
rccognizcd thc gross undcrvaluation of ancsthesia scrvices, and that the Agency is taking steps to address this cornplicatcd issue. 

When thc RBRVS was instituted, it creatcd 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 anesthesiologlsts are being forced away from 
arcas with disproportionatcly high Mcdicare populations. 

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

Thank you for your consideration of this serious matter 

David Rcitz. M.D 
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Submitter : Theresa Cress 

Organization : Nevada State Health Division 

Category : State Government 

Issue Areas/Comments 

GENERAL 

GENERAL 
Kcrry Weems. Acting Administrator 

Ccntcrs for Mcdicarc and Medicaid Scrvices 

Date: 08/29/2007 

Dcpanmcnt of Hcalth and Human Scrvices 

Attcntion: CMS- 1385-P 

Mail Stop C4-26-05 

7500 Security Boulcvard 

Baltimorc. Maryland 2 1244-1850 

RE: CMS-1385-P Proposcd Revisions to payment policies under the physician fee schcdule and other Pan B payment policics for CY 2008 

Commcnts: 

Thc Physician Work RCU-CPT 77080 (DXA) 

Thc Dircct Practicc Expcnsc RVU for 77080 (DXA) 

lndircct Practice Expcnse for DXA and VFA 

Dcficit Rcduction Act 

Dcar Mr. Wccms: 

1 apprcciatc thc opportunity to offcr gcneral comments on the proposed mlc regarding changes to the Medicare physician fee schedulc CMS-1385-P. 

As a providcr of DXA and/or VFA scrviccs, I request CMS to reevaluate the following: 

a. Thc Physrcian Work R W  for 77080 (DXA) should be increascd From 0.2 to 0.5, consistent with the most comprehcnsive survey data available; 

b. Thc Dircct Practicc Expcnsc R\W for 77080 (DXA) should rcflcct thc following adjustments: 

Thc cquipmcnt typc for t k ~  should bc changcd From pcncil bcam to fan beam with a corresponding increase in cqui~ment cost From $41.000 to $85.000; 

Thc utilization ratc for prcvcntive hcalth scrviccs involving equipment designed to diagnose and mat  a single disease or a preventive health service should be 
calculated in a diffcrent manner than other utilization rates so as to reflect the actual utilization of that service. In the case of DXA and VFA, the 50% utilization 
ratc should bc changcd to rcflcct thc utilization rate for DXA to 12%. 
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c. The inputs uscd to dcrive Indirect Practicc Expensc for DXA and VFA should be made available to thc gencral public, and 

d. DXA (77080) should not be considered an imaging service within the meaning of the section 5012 (b) of the Deficit Reduction Act of 2005 because the 
diagnosis and hcatment of osteoporosis is based on a score and not an image. 

Sincerely, 

Thcrcsa Crcss 
Arthritis Program Coordinator 
Ncvada Statc Hcalth Division 
4150 Technology Way. #I01 
Carson City, NV 89706 
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Submitter : Ms. Gay Anderson 

Organization : Pinnacle Therapy Services (US Physical Therapy) 

Category : Other Health Care Professional 

Issue AreasIComments 

Date: 08/29/2007 

GENERAL 

GENERAL 

As a Certified Athlctic Trainer, an educated, credientialed professional, I urge you to recognize our unique position as allied health workers. The National Athletic 
Trainers' Association reprcscnts our best interests. Unnecessary competition for physically active individuals is preventing patients from access to quality care for 
the sake of territoty wars. Please see that patients come first. 
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Submitter : Mr. Scott Gardner 

Organization : Ohio University 

Category : Other Health Care Professional 

lssue AreasIComments 

Date: 08/29/2007 

GENERAL 

GENERAL 

August 29,2007 

Dcar Sir or Madam: 

At the prescnt timc, 1 am employed as an athletic trainer at Ohio University. I have becn in this position for the last ninc years. Prior to this, I worked for 10 
ycars in a sports medicine clinic providing athletic training services to high school athletes. 

I am writing today to voicc my opposition to thc thcrapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and 
facilitics proposcd 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 concerned 
that these proposcd rules will create additional lack of access to quality health care for my patients. 

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

Thc lack ofaccess and workforcc shortage to till therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
concerned with thc hcalth of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flcxible 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 sccms to have comc to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to cons~der 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 
thc proposcd changes rclated to hospitals, rural clinics, and any Mcdicare Part A or B hospital or rehabilitation facility. 

Scott W. Gardner, MS, ATC, LAT 
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Submitter : Dr. Tammy Gingerich 

Organization : Dr. Tammy Gingerich 

Category : Pharmacist 

Date: 08/29/2007 

Issue Areas/Comments 

GENERAL 

GENERAL 

Dear Ms. Norwalk: 

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

When the RBRVS was instituted, it creatcd a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
other physician 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 bang forced away from 
arcas with disproportionately high Mcdicarc populations. 

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

Thank you for your consideration of this serious matter. 
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Submitter : Ms. Hannah Reitz 

Organization : Ms. Hannah Reitz 

Category : Individual 

Issue Areas/Comments 

GENERAL 

Date: 08/29/2007 

GENERAL 

Dcar Ms. Norwalk: 

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

Whcn thc RBRVS was instituted, it crcated a huge payment disparity for anesthesia carc, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician scrvices. 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 disproportionately high Mcdicarc 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 fonvard in correcting the long-standing 
undervaluation of ancsthesia servlccs. 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 acccss to expen anesthesiology medjcal 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. 

Hannah Rcitz 
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Submitter : Ms. Chandee Payne 

Organization : Lenoir Rhyne College Athletic Training 

Date: 08/29/2007 

Category : Academic 

Issue AreaslComments 

GENERAL 

GENERAL 

Dcar Sir or Madam: I am a junior Athletic Training student at Lenoir-Rhyne College. I plan to become a certified Athletic Tminer and work in the clinical setting 
at a hospital or clinic. 

1 am writing today to voice my opposition to the therapy standards and requirements in rcgards to the staffing provisions for rehabilitation in hospitals and 
facilitics proposed in 1385-P. While 1 am conccmcd that these proposed changes to thc hospital Conditions of Participation have not received thc proper and usual 
vetting. I am morc concerned that these proposed rules will create additional lack of access to quality health care for my patients. When I become certified as an 
athlctic trainer in onc year, I will bc qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My 
education, clinical cxpcricncc, and national certification exam will ensure that my patients receive quality hcalth care. State law and hospital mcdical professionals 
havc deemed mc qualified to perform these serviccs and thne  proposcd regulations attempt to circumvent those standards. The lack of access and workforcc 
shortagc to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposcd to be concerned with the health of 
Americans, cspccially thosc in rural areas, to furthcr restrict thcir ability to receive thosc serviccs. The flcxible current standards of staffing in hospitals and other 
rehabilitation facilitics arc pertinent in ensuring patients receive the best, most cost-effective trcatrncnt available. Since CMS seems to have come to these 
proposcd changcs without clinical or financial justification, I would strongly encourage the CMS to consider the recommendations of those professionals that are 
taskcd with ovcrsecing thc day-to-day hcalth care needs of their patients. I respectfully request that you withdraw the proposed changes related to hospitals, rural 
clinics, and any Medicarc Part A or B hospital or rehabilitation faciIity. Sincerely, Chandee Payne, AT-student 
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Submitter : Dr. Troy Gingerich 

Organization : Dr. Troy Gingerich 

Category : Physician 

Issue AreasICornrnents 

GENERAL 

GENERAL 

Date: 08/29/2007 

Dear Ms. Nowalk: 

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

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

To cnsurc that our patients havc access to cxpcrt anesthesiology medical care. it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immcdiatcly implcmcnting 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. Laverne Reitz 

Organization : Mrs. Laverne Reitz 

Date: 08/29/2007 

Category : Individual 

Issue Areas/Comments 

GENERAL 

GENERAL 

Dcar Ms. Nonvalk: 

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

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

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

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

Thank you for your consideration of this serious matter. 

LaVcmc Rcitz 
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Submitter : Dr. THOMAS BRALLIAR 

Organization : AMERICAN SOCIETY OF ANESTHESIOLOGISTS 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

Lcslic V. Nonvalk, Esq. 
Acting Administrator 
Centcrs for Medicarc and Mcdicaid Scwices 
Attention: CMS-I 385-P 
P.O. Box 8018 
Baltimore, MD 2 1244-801 8 

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

Date: 08/29/2007 

Dcar Ms. Nonvalk: 

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 anesthcsia services, and that the Agency is taking steps to address this compIicated issue. 

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

In an cffort to rcctify this untcnablc situation, the RUC rccommcnded that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of ancsthcsia scwiccs. I am pleased that thc Agency accepted this recommendation in its proposed mlc, and 1 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 ~mmcdiately implementing the anesthcsia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter 
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Submitter : Dr. william burk 

Organization : greenville anesthesiology pa 

Category : Physician 

Issue AreasIComments 

Date: 08/29/2007 

GENERAL 

GENERAL 

Lcsl~c V. Norwalk. Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Mcdicaid Scrviccs 
Attcntion: CMS-I 385-P 
P.O. Box 8018 
Baltimore, M D  2 1244-8018 

Rc: CMS- 1385-P 

Ancsthcsia Coding (Part of 5-Ycar Rcview) 

Dcar Ms. Norwalk: 

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

Whcn thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician services. Today, more than a decade since the RBRVS took effect, Medicare 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 disproportionatcly high Medicare populations. 

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

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

Thank you for your consideration of this serious matter. 

Sinccrcly, 

William Burk 
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Submitter : Ms. Cary Berthelot 

Organization : Southeastern Louisiana University 

Category : Other Health Care Professional 

Date: 08/29/2007 

Issue Areas/Comrnents 

Physician Self-Referral Provisions 

Physician Self-Refenal Provisions 

Dcar Sir or  Madam: 

My namc is Cary Bcrthelot and 1 am a Certified Athletic Trainer and hold a Master's Dcgrec in Health and Kinesiology. I currently work in multiple settings as an 
atheltic trainer, including caring for a large number of high school and collegiate athletes. I havc become quite interested and concerned in regards to some of the 
upcoming hcalth carc Icgislation. 

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 conccrncd that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more conccmed 
that thcsc proposcd rulcs 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 rchabilitation 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 care. State law and hospital medical professionals have deemed 
mc qualified to pcrform thcse serviccs and these proposed regulations attcmpt to circumvent those standards. 

Thc lack of access and workforcc shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
conccrncd with thc hcalth of Americans, cspccially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of 
staffing in hospitals and other rchabilitation facilitics are pertinent in ensuring patients receive the best, most cost-effective treatment availablc. 

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

Sinccrcly, 

Cary Lynn Bcrthelot. MA, ATC, LAT 
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Submitter : Dr. Robert Hoehfelder 

Organization : FCA 

Category : Chiropractor 

Issue AreastComments 

Technical Corrections 

Technical Corrections 

Please do not alter the present status 

Page 1746 of 2934 

Date: 08/29/2007 

August 30 2007 08:35 AM 



Submitter : Ms. Judy Reitz 

Organization : Ms. Judy Reitz 

Category : Nurse 

Date: 08/29/2007 

Issue AreasIComments 

GENERAL 

GENERAL 

Dcar Ms. Nonvalk: 

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

Whcn thc RBRVS was institutcd, it crcatcd a hugc payment disparity for anesthesia care, mostly duc to significant undervaluation of ancsthesia work comparcd to 
othcr physician scrviccs. Today, more than a decade since the RBRVS took cffcct, Medicare payment foranesthesia services stands at just $1 6.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creatlng an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproponionatcly high Medicare populations. 

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the ancsthesia conversion factor to offset a calculated 32 percent work 
undervaIuation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of ancsthcsia services. I am 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 havc access to expert anesthesiology medieal care, it is imperative that CMS follow through with the proposal in the Fedcral Registcr 
by fully and ~mmcdiatcly implementing the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your considcration of this serious matter. 

Judy Rcitr 
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Submitter : Stefani Voudrie Date: 08/29/2007 

Organization : Stefani Voudrie 

Category : Other 

Issue AreasIComments 

Therapy Standards and 
Requirements 

Therapy Standards and Requirements 

Dcar Sir or Madam: 

I am writing today to voicc my opposition to the therapy standards and requirements in rcgards to the stafing provisions for rehabilitation in hospitals and 
facilities proposcd in 1385-P. 
Whilc I am conccrncd that thcsc proposcd changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am marc conccrncd 
that thcsc proposcd mlcs will crcatc additional lack of access to quality hcalrh care for my patients. 
As an athlctic traincr, I am qualified to pcrfonn physical medicinc and rehabilitation services, which you know is not the same as physical therapy. My cducation, 
clinical cxpcricncc, and national ccnification cxam cnsure that my patients rcceive quality health care. State law and hospital medical profcssionals havc deemcd 
mc qualificd to pcrfonn thcse scrvices and thcse proposcd regulations attempt to circumvcnt those standards. 
Thc lack of acccss and workforcc shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
conccrncd with the hcalth of Americans, especially those in rural areas, to further restrict their ability to receivethose 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 sccms to havc come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommcndations of thosc professionals that are tasked with overseeing the day-to-day health care nceds of their patients. I respectfully request that you withdraw 
thc proposcd changcs related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 
Sinccrcly, 
Stcfani Voudric. ATC 
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Submitter : Mr. Lowell Reitz 

Organization : Mr. Lowell Reitz 

Category : Nurse Practitioner 

Issue AreaslComments 

Date: 08/29/2007 

( GENERAL 

I GENERAL 

Dcar Ms. Norwalk: 

I am wr~ting to cxpress my strongest support for thc proposal to increase anesthesia payments undcr the 2008 Physician Fce Schcdule. I am gratcful that CMS has 
rccognizcd thc gross undcrvaluation of ancsthcsia scrviccs, and that the Agency is taking stcps to addrcss this complicatcd issuc. 

Whcn thc RBRVS was instituted, it crcated a hugc paymcnt disparity for ancsthesia carc, mostly due to significant undervaluation of anesthcsia work compared to 
othcr physician scrviccs. Today, morc than a dccadc since the RBRVS took cffcct, Mcdicare payment for ancsthcsia scrvices stands at just $16.19 pcr unlt. This 
amount does not cover the cost of car~ng for our nation s seniors. and is creating an unsustainable system in which anesthesiologists are k ~ n g  forced away from 
arcas with disproportionatcly high Mcdicare populations. 

In an effort to rcctify this untenable situation, the RUC recommended that CMS increase the ancsthesia conversion factor to offset a calculatcd 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-stand~ng 
undervaluation of ancsthcsia scrviccs. I am pleased that thc Agency accepted this recommendation in its proposed rule, and 1 support full implementation of the 

' RUC s recommendation. 

To cnsurc that our paticnts have acccss to expert anesthesiology mcdical care, it is imperative that CMS follow through with thc proposal in the Federal Register 
by fully and immcd~atcly implcmcnting the anesthesia conversion factor increase as recommended by thc RUC. 

Thank you for your considcration of this scrious matter. 

Lowcll Rc~tz, R.N. 
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Submitter : Dr. lnho yoon 

Organization : greenvale Anesthesiology 

Category : Physician 

Issue AreasICornments 

Date: 08/29/2007 

GENERAL 

GENERAL 

Leslic V. Norwalk, Esq. 
Acting Administrator 
Ccnters for Medicarc and Mcdicaid Scrvices 
Attcntion: CMS-1385-P 
P.O. Box 801 8 
Baltimore. MD 21244-801 8 

Rc: CMS-1385-P 

Ancsthcsia Coding (Pan 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 Schcdule. I am grateful that CMS has 
rccognizcd thc gross undcrvaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue. 

Whcn thc RBRVS was institutcd, it created a hugc payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician scrviccs. 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 covcr the cost of carlng for our nation s seniors, and is creating an unsusfainable system in which anesthesiologists are being forced away from 
arcas with disproponionatcly high Mcdicarcpopulations. 

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

To cnsurc that our paticnts have access to expcrt anesthesioIogy medical care, it is imperative that CMS follow through with thc proposal in the Federal Register 
by fully and immediately implcrncnting the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 

Thank you, 

lnho Yoon 
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Submitter : Mr. Curt Chase 

Organization : Blackwell Sanders LLP 

Category : AttorneyILaw Firm 

Issue AreaslComments 

GENERAL 

GENERAL 

Plcasc scc attachment. 

CMS-I 385-P-10952-Attach-! .DOC 
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Comments to Proposed Stark Regulations 

Issue AreaIComments: Physician Self-Referral Provisions 

The purpose of these comments is to express serious concerns with the proposed 
revisions to the Stark regulations published as part of the annual physician fee schedule update in 
the July 12, 2007 issue of the Federal Register. The proposed revisions have left healthcare 
attorneys and providers around the country attempting to interpret the proposed revisions and 
gauge the impact on various arrangements between physicians and hospitals - particularly under 
anangements deals. 

Comments. 

1. Negative Effect on Legitimate Under Arrangements Deals. If the proposed revisions 
to the definition of Entity are adopted, the structure of many, if not all, contractual 
arrangements between physicians and hospitals that are set up to comply with the under 
arrangements rules will no longer be able to satisfy a Stark exception. If the proposed 
definition of Entity is expanded to include those entities that "perform" the DHS, the 
entity performing the under arrangement services will become a DHS Entity with which 
the physicians have a financial relationship to which they refer DHS and thus, the 
arrangement must meet a Stark exception. For Stark purposes, the physician would have 
an ownership interest in the Entity. There is no Stark exception available for such 
ownership arrangements and, therefore, the relationship between the physicians and the 
under arrangement provider would be in violation of the Stark laws. 

Under arrangements relationships can be cost-effective arrangements driven by 
appropriate quality of care and clinical indicators. As noted in the Preamble to the 
StarkII, Phase I regulations, "an 'under anangements' relationship can avoid 
unnecessary duplication of costs and underutilization of expensive equipment."' The cost 
savings and clinical provider collaboration developed in under arrangements relationships 
are vitally important to promote the provision of high-quality, affordable healthcare 
services. Also as noted in the Stark 11, Phase I regulations "prohibiting these 
arrangements would seriously disrupt patient care" as existing arrangements would be 
unwound leaving a potentially long-term critical void at many providers.2 

If CMS is concerned that under arrangements deals have gone too far and that physicians 
and hospitals are using the under arrangements rules where there is no legitimate reason 
for the arrangement, then the solution is to challenge such arrangements - not to put a 
stop to all under arrangements deals, which is the effect of the proposed regulations. 

2. Unintended Elimination of Provider-Based Joint Ventures. If the revision to the 
definition of Entity is adopted as currently proposed, it will result in the unintentional 
prohibition of provider-based joint ventures between hospitals and referring physicians. 
Pursuant to the provider-based rules, hospitals and physicians are able to create an equity 

I See 66 Fed. Reg. 3 at 942 (Jan. 4,2001). 
-- K i d .  
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joint venture that qualifies as a provider-based department of the hospital. However, 
because a department of a hospital is not able to obtain its own Medicare provider 
number and bill directly for its services, the joint venture entity provides the services to 
the hospital in exchange for a fee and the hospital bills Medicare for the service. Such 
arrangements are common for hospital surgery departments that are joint ventures with 
the hospital's surgeons. In these situations, the joint venture and the hospital can satisfy 
the provider-based rules and the contractual arrangement between the joint venture and 
the hospital meets the under arrangements rules. 

If .the definition of Entity is changed to include the joint venture entity described above 
that provides the DHS, the physician owners of the joint venture would have an 
ownership interest in a DHS Entity as opposed to a compensation arrangement with the 
hospital and the arrangement would fail to meet an exception under the Stark laws. The 
unintended effect of the proposed definitional change is inconsistent with the provider- 
based regulations and would prohibit many legitimate provider-based joint ventures. 

3. Certain Referrals and Services Should be Excluded from Changes. The Stark 
analysis under the proposed regulations may be applied to various types of under 
arrangement service providers with varying consequences. The examples cited by CMS 
include clinical laboratory services, therapy, and radiology. However, to the extent the 
physician-owners of the newly defined DHS Entity are pathologists, radiologist or 
radiation oncologists (and such ownership corresponds to the service provided under 
arrangements with the Entity), no referral will occur to the Entity because of the statutory 
and regulatory exclusions from the definition of referraL3 

In Stark 11, Phase I, CMS excluded services personally performed by the referring 
physician from the definition of "referral".4 CMS further commented that personally 
performed services are those services physically performed by the referring physician.5 
In the under arrangements context, cardiac catheterizations and other therapeutic services, 
including surgical procedures, are physically performed by the physician. Because 
cardiac catheterizations are personally performed by a ,referring physician, they are 
essentially provided as an extension of the physician's practice, similar to outpatient 
surgical procedures. If services such as cardiac catheterizations or outpatient surgery 
were preformed in an ASC or a physician's practice, they would not even qualify as DHS 
and would not be subject to Stark. However, these same services personally provided by 
a physician in a hospital setting (through a contractual arrangement that meets the under 
arrangements rules) are subject to Stark because the service is now considered a hospital 
inpatient or outpatient service. Therefore, we request that CMS clarify that these services 
constitute personally performed services excepted from the Stark definition of referral or 
exclude these types of service providers from the new definition of Entity. 

The blanket approach to redefining the definition of Entity captures all under 
arrangements deals (even those where the physician is personally performing the service) 

See 42 U.S.C. 5 1395nn(h)(5)(C). 
See 66 Fed. Reg. 3 at 859 (Jan. 4,2001). 
See id. at 871. -- 



and excludes otherwise legitimate hospital / physician affiliations. There is little risk of 
overutilization or abuse of these types of services - which is why they are not subject to 
Stark as DHS when provided outside of the hospital setting. Moreover, the existing CMS 
definition of services provided under arrangement requires that medical necessity 
continue to be determined by and monitored by the hospital. Therefore, services 
personally performed by physicians, such as cardiac catheterizations and surgical 
procedures should be carved out of the definition of referral or not be included in the new 
definition of Entity. CMS should challenge such deals that it believes are resulting in 
care that is not medically necessary or being abused through the currently existing civil 
and criminal penalties protecting the system and not through a broad prohibition of 
otherwise legitimate arrangements. 

Lack of Clear Guidance Related to Application of Revised Definition of Entitv. The 
proposed revision to the Stark definition of Entity will also pose significant challenges in 
the application of the new definition in the under arrangements context. The challenge 
lies in determining whether or not an entity is deemed to have performed DHS and as 
such, would constitute a DHS Entity under the revised definition. CMS has clearly taken 
the position that a hospital department cannot contract out all of its patient care services 
through under arrangements contracts. Accordingly, some portion of the service will be 
provided by the hospital and some portion of the service will be provided by the under 
arrangement provider entity. 

"Under arrangements" has become shorthand for a broad array of service contracts 
utilized in varying situations and CMS has provided no guidance regarding where the line 
exists in terms of what portion or type of services provided by an under arrangements 
provider is enough to constitute the performance of DHS under the revised definition of 
Entity. For example, what if a hospital department enters into a contract for management 
services, an equipment lease, a space lease, an employee lease for technical and ancillary 
personnel, or varying combinations of the previous four components from an under 
arrangements provider - is the third party entity "performing" DHS? Will the revised 
definition of Entity be met if an under arrangements entity provides the technical portion 
of a service under arrangement? What constitutes the technical portion of a service? 
Does it matter if the third party contracted entity is only providing one service (i.e., the 
equipment or the staff)? What if the only services being provided by the third party are 
management services? Is the management company "performing" DHS as an "Entity"? 
Due to the individual parties involved in each under arrangements relationship and the 
negotiations specific to each deal, the portion of the technical component provided 
"under arrangements" will vary significantly from deal to deal and at this point, no 
formal definition of "technical component" exists. 

As a result of the uncertainties discussed above, it will be virtually impossible to 
determine if the proposed definition of Entity applies to any individual entity involved in 
any particular financial arrangement. Therefore, we request that CMS discard the 
proposed revisions to the definition of Entity to avoid the extreme complications related 
to the application and enforcement of such a vague and overbroad definition. 



Submitter : Dr. William Hawk 

Organization : Dr. William Hawk 

Category : Physician 

Issue AreasIComments 

Date: 08/29/2007 

Payment For Procedures And 
Services Provided In ASCs 

Payment For Procedures And  Services Provided In  ASCs 

Lcsllc V. Norwalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdlcarc and Mcdicaid Scrviccs 
Attention: CMS-1385-P 
P.O. Box 801 8 
Raltirnorc. MD 2 1233-801 8 

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

Dcar Ms. Norwalk: 

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

Whcn thc RBRVS was institutcd, it created a huge payment disparity for anesthesia care, mostly due to significant undenaluation of anesthesia work compared to 
othcr physician scrviccs. Today, morc than a decade since the RBRVS took cffcct, Medicarc payment for anesthesia serviccs stands atjust $16.19 per unit. This 
amount does not cover the cost of caring for our nat~on s seniors, and is creating an unsustainable system In which anesthesiologists are being forced away from 
arcas with dlsproportionatcly high Mcdicarc populations. 

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

TO cnsurc that our patients have acccss to expert ancsthcsiology medical care, it is imperative that CMS follow through with the proposal in the Federal Rcgistcr 
by fully and immcd~atcly implementing the anesthesia conversion factor increasc as recommended by the RUC. 

Thank you for your consideration of this serious mattcr 

Sincerely, 

William Hawk. M.D 

Page 1754 o f  2934 

rayc I I J J  ul ~ 7 3 - t  

August 30 2007 08:35 A M  

AUgUSL J U  L U U I  U0;33 NIVL 



Submitter : Ms. Drhue Robinson 

Organization : Evans High School 

Date: 0812912007 

Category : Academic 

Issue AreasIComments 

GENERAL 

GENERAL 

Dcar Sir or Madam: 

As a Ccrtificd Athlctic Traincr and Health Care Administrator I am writing today to voice my OPPOSITION to thc therapy standards and requirements in rcgards 
to thc staffing provisions for rchabilitation in hospitals and facilities proposcd in 1385-P. 

Whilc I am conccmcd that thcsc proposcd changes to thc hospital Conditions of Participation have not rcccivcd the proper and usual vetting, I am marc conccmcd 
that thcsc proposcd mlcs will crcatc additional lack of access to quality hcalth care for my patients. 

As an athlctic trainer, I am qualificd to perform physical mcdicinc and rehabilitation scrvlces, which you know is not the same as physical thcrapy. My education, 
clinical cxpcricncc, and national certification cxam ensure that my patients rcceive quality health care. State law and hospital medical professionals havc dcemcd 
mc qualificd to pcrform thcsc scrviccs and thcsc proposed regulations attempt to circumvent those standards. 

Thc lack of  acccss and workforce shortagc to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to bc 
conccmcd with thc hcalth of Americans, cspccially thosc in rural arcas, to further restrict their ability to receivc those services. The flexible current standards of 
staffing in hospitals and othcr rchabilitation fac~l~tics arc pertinent in cnsuring patients receive the best, most cost-effective trcatmcnt available. 

Sincc CMS sccms to havc comc to thcse proposcd changcs without clinical or financial justification, 1 would strongly cncouragc thc CMS to considcr the 
rccommcndations of thosc professionals that arc tasked with oversceing the day-to-day health care needs of their patients. I respectfully requcst that you 
WITHDRAW thc proposcd changcs rclatcd to hospitals, ~ m l  clinics, and any Mcdicarc Part A or B hospital or rehabilitation facility. 

Sinccrcly, 
Drhuc Robinson MS. ATC Liccnscd in Florida 

Page 1 755 of 2934 August 30 2007 08:35 AM 



Submitter : Mr. Timothy Ridley 

Organization : Meagher & Geer 

Category : Individual 

Issue Areas/Comments 

Date: 08/29/2007 

GENERAL 

GENERAL 

Dear Ms. Nonvalk: 

I am writing to cxprcss my strongcst support for the proposal to increasc anesthcsia paymcnts undcr the 2008 Physician Fee Schedule. 1 am grateful that CMS has 
rccognizcd thc gross undcrvaluation of ancsthesia services, and that the Agency is taking steps to address this complicated issue. 

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

In an effort to rectify this 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 scrviccs. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the 
RUC s recommendation. 

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

Thank you for your consideration of this scrious matter. 
Tiniothy Ridlcy 
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Submitter : Galina Davidyuk 

Organization : BWH 

Category : Physician 

Date: 0812912007 

Issue AreaslComments 

Payment For Procedures And 
Services Provided In ASCs 

Payment For Procedures And Services Provided In ASCs 

I am writing to cxprcss my strongest support for thc proposal to increase ancsthesia paymcnts under the 2008 Physician FCC Schedule. I am gratcful that CMS h a  
rccognizcd thc gross undcrvaluation of ancsthcsia services, and that thc Agency is taking stcps to address this complicatcd issue. 

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

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthcsia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step fonvard in correcting the long-stand~ng 
undcrvaluation of ancsthcsia scrvices. I am pleased that the Agency accepted this recommendation in its proposed ~ l e ,  and I support full implementation of the 
RUC s recommendat~on. 

To cnsurc that our paticnts have access to cxpert anesthesiology medical care, it is impcrative that CMS follow through with the proposal in the Federal Rcgister 
by fully and immediately implcmcnting the anesthesia conversion factor increase as recommcndcd by the RUC. 

Thank you for your consideration of this scrious matter. 

Sinccrcly, Galina Davidyuk 
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Submitter : Miss. Rebecca Rose 

Organization : Carroll Sports Rehabilitation and Physical Therapy 

Category : Health Care Professional or Association 

Issue AreaslComments 

Date: 0812912007 

GENERAL 

GENERAL 

Dcar Sir or Madam: 

My namc is Rcbccca Rosc, ATC and I work in a clinic otureach position. I am a ccnified athletic traincr who works with a variety of athletes, but I also do 
fitncss programs with a local assisitcd living, indcpendcnt living facility. I have a bachelors dcgrce and am certified by the Board of Certification for athlctic 
trainers. 
I am writing today to voicc my opposition to the therapy standards and requirements in regards to thc staffing provisions for rehabilitation in hospitals and 
facilitics proposcd in 1385-P. 

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

As an athlctic traincr, I am qualificd to pcrfonn physical medicine and rchabilitation services, which you know is not the same as physical therapy. My education, 
clinical cxpcricncc. and national certification exam cnsure that my paticnts receivc quality health care. Statc law and hospital medical professionals have decmcd 
mc qualificd to pcrfonn thcse scwiccs and these proposed regulations attempt to circumvent those standards. 

Thc lack of acccss and workforcc shortage to fill thcrapy positions is widely known throughout thc industry. It is irresponsible for CMS, which is supposed to be 
conccrncd with thc hcalth of Americans, especially those in mral areas, to further restrict their ability to rcccivc thosc services. The flcxiblc currcnt standards of 
stafing in hospitals and othcr rchabilitation facilitics are pcrtincnt in ensuring paticnts receive the bcst, most cost-effcctivc treatment available. 

Sincc CMS sccms to have comc to thesc proposed changes without clinical or financial justification, I would strongly encourage thc CMS to considcr the 
rccommcndations of thosc profcssionals that are tasked with overseeing the day-to-day health carc needs of their patients. I respectfully request that you withdraw 
thc proposed changcs rclatcd to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sinccrcly, 

Rcbccca Rosc, ATC 
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Submitter : Date: 08/29/2007 
Organization : 

Category : Physical Therapist 

Issue Areas/Comments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

To: Mr. Kcny N. Wccms 
Administrator - Dcsignatc 
Ccntcrs for Mcdicarc and Mcdicaid Scrviccs 
I!.?. Dcpartmcnt of  Hcalth and Human Scrviccs 
Atlcntion: CMS- 1385-P 
P.O. Box 80 I8 
Baltimorc, MD 2 1244-801 8. 

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

1 am a physical therapist that has becn practicing for I 0  years. I currently practice in the state of LA. 1 would like to comment on the potential for fraud and abusc 
that cxists whcncvcr physicians are ablc to refer Medicarc beneficiaries (or any other beneficiary for that mattcr) to entities in which they have a financial interest, 
cspccially in thc casc of physician-owncd physical thcrapy services. Physicians who own practices that provide physical therapy services have an inhcrent 
financial inccntivc to rcfcr thcir paticnts to the practices they have investcd in and to overutilize those services for financial reasons. Don't get me wrong. I'm not 
saying that all physician-owncd PT clinics are overutilizing PT services for their own financial gain. While it is not illegal, I think you would agree that 
physician-owncd PT  clinics can provide a serious ethical dilemma when they're concerned about their financial bottom line. By eliminating physical therapy as a 
dcsignatcd hcalth scrvicc (DHS) furnished under the in-office ancillary services exception, CMS would reducc a significant amount of programmatic abuse, 
ovcrulliration of physical thcrapy services under the Medicarc program, and enhance thequality of patient care. Also, physician direct supervision is not needed to 
adrninistcr physical therapy serv~ces. In fact, an increasing number of physician-owned physical therapy clinics are using the reassignment of hencfits laws to 
collect payment In order to circumvent incidcnt-to requirements. I appreciate your consideration of my comments. Thank you. 
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Submitter : Dr. chistopher boukedes 

Organization : greenville anesthesiology 

Category : Physician 

Date: 08/29/2007 

Issue AreaslComments 

GENERAL 

GENERAL 

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

Rc: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Year Review) 

Dcar Ms. Norwalk: 

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

Whcn thc RBRVS was institutcd, it crcated a huge payment disparity for anesthesia care, mostly due to significant undcrvaluation of anesthesia work comparcd to 
othcr physician scrviccs. Today, more than a dccadc since the RBRVS took cffect, Medicare payment for ancsthesia services stands at just $16.1 9 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and 1s creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproponionatcly high Mcdicare populations. 

In an cffort to rcctify this untcnablc situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a caleulatcd 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 proposcd 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 consideration of this serious matter. 

Lcslic V. Nonvalk, Esq. 
Acting Administrator 
Centers for Mcdicarc and Medicaid Scrviecs 
Attcntion: CMS-I 385-P 
P.O. Box 801 8 
Baltimore, MD 21244-80 18 

Re: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Year Review) 

Dcar Ms. Nonvalk: 

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

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

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

To cnsurc that our paticnts have access to expcrt anesthesiology mcdical care, it is imperative that CMS follow through with the proposal in the Federal Registcr 
by fully and immcdiatcly implcmcnting the anesthesia conversion factor incrcase as recommendcd by the RUC. 

Thank you for your considcration of this serious mattcr. 

Sinccrcly, 

C'hristophcr G. Boukedcs 
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CMS-I 385-P-10961 

Submitter : Mr. josh hardin 

Organization : Mr. josh hardin 

Category : Other Health Care Professional 

lssue Areas/Comments 

GENERAL 

Date: 08/29/2007 

GENERAL 

Dcar Sir or Madam: 

My namc is Josh Hardin and I am an ATCL working out of a hospital providing care and coverage for a high school. 

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

Wh~lc I am conccrncd that thcse proposed changes to the hospital Conditions of Participation have not receivcd the propcr and usual vetting, I am more concerned 
that thcsc proposcd rulcs will crcate additional lack of acccss to quality health carc for my patients. 

As an athlctic trainer, I am qualified to pcrform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education, 
clinical cxpcricncc, and national ccrtification cxam ensure that my paticnts receivc quality health care. State law and hospital mcdical professionals have dccmed 
mc qualified to pcrform thcsc scrvices and these proposed regulations attempt to circumvent those standards. 

Thc lack of acccss and workforcc shortage to fill thcrapy positions is widcly known throughout the industry. It is irresponsible for CMS, which is supposcd to be 
conccrncd with thc hcalth of Amcricans, especially those in rural arcas, to further restrict their ability to reccivc those services. The flexible current standards of 
staffing in hospitals and other rehabilitation facilities arc pertinent in ensuring patients reccive the best, most cost-effective treatment available. 

Sincc CMS sccms to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommcndations 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. 

Sincerely, 

Josh Hardin, ATCiL 
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Submitter : Mr. Robert Ridley 

Organization : Mr. Robert Ridley 

Category : Individual 

Issue Areas/Comments 

Date: 08/29/2007 

GENERAL 

GENERAL 

Dcar Ms. Norwalk: 

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

Whcn the RBRVS was inst~tuted, ~t created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work comparcd to 
other physicIan scrvices. 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 natlon s seniors, and is creatlng an unsustainable system in which anesthesiologists are being forced away from 
areas w~th 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 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 patients have acccss to expert anesthesiology med~cal care, it is imperat~vc that CMS follow through with thc proposal in the Fcderal Register 
by fully and immcdiatcly implcmcnt~ng the ancsthcsia conversion factor mcrcasc as rccommended by the RUC. 

Thank you for your considcration of this serious matter. 

Robcrt Ridlcy 
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Submitter : Ms. Valerie De Vos Date: 08/29/2007 

Organization : Stange Chiropractic Clinic 

Category : Other Technician 

Issue Areas/Comments 

Technical Corrections 

Technical Corrections 

The proposed rule datcd July 12th contained an item uner the technical corrections section calling for the current regulation that permits a beneficiary to be 
reimburscd by Mcdicarc for an x-ray taken by a non-treating provider and used by a Doctor of Chiropractic to determine a subluxation, be climinated. I am 
writing in strong opposition to this proposal. 

By limiting this process, the costs for patient care will go up significantly due to the necessity for the patient to also have a visit with their medical physician to 
in turn order thc same study thc chiropractor is requesting, cven if the patient has no intension of seeking any other services from the medical physician. This 
appcars to bc duplicative in nature. 1 also note from expcriencc that there can be a lengthy delay in scheduling thcse appointments, sometimes cxcecding 2-3 
wecks. In many instances, this type of delay causes unnecessary pain and suffering for thc patient and delays their recovery time, again necessitating a longer 
course of trcatmcnt. Many of these patients have fixed incomes and very limited financial resourccs and may then choose to forgo x-rays and necessary treatmcnt. 
If trcatmcnt is dclayed, illness that could be life threatening may not be discovered. Simply put, it is the patient that will suffer as the result of this proposal. 

I stongly urgc you to table this proposal. X-rays, when needed, are integral to the overall treatment plan of the Medicare patient, and, again it is the patient that 
will suffcr should this proposal bccome standing regulation. 

Sinccrcly. 

Valcric J. Dc Vos, CA,LRT 
Officc Managcr 
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Submitter : Mr. Chris Thein Date: 08/29/2007 

Organization : Institute for Athletic Medicine 

Category : Other Technician 

Issue Areas/Comments 

GENERAL 

GENERAL 

Dcar Sir or Madam: 

I am a Ccrtificd Athlctic Trainer and Emergency Medical Technician working in thc Minneapolis area. I am employed by an arca hospital and I am assigncd to a 
high school to providc Athlctic Training sewiccs to an arca high school in which I am responsible for over 2000 athletes. 

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. 
Whilc I am conccmcd that thcse proposed changes to the hospital Conditions of Participation have not rcceived the proper and usual vetting, I am more concerned 
that thcse proposcd rulcs will crcatc additional lack of acccss to quality health care for my patients. 
As an athlctic traincr, I am qualificd to perform physical medicine and rehabilitation sewiccs, which you know is not the same as physical therapy. My education. 
clinical cxpcricncc, and national certification cxam ensurc that my paticnts receivc quality health carc. State law and hospital medical profcssionals havc deemed 
mc qualificd to pcrform thcsc scwiccs and the proposcd regulations attempt to circumvent those standards. 
Thc lack of acccss and workforcc shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to bc 
conccmcd with thc health of Americans, especially thosc in rural areas, to further restrict their ability to receive those sewiccs. The flexible current standards of 
staffing in hospitals and othcr rchabilitation facilitics arc pertinent in ensuring patients receive the best, most cost-effectivc treatment available. 
Sincc CMS sccms to havc comc to thcse proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider thc 
rcconimcndations of thosc profcssionals that are tasked with ovcrsceing the day-to-day health care needs of thcir patients. I respectfully request that you withdraw 
thc proposcd changcs relatcd to hospitals, rural clinics, and any Medicare Pan A or B hospital or rehabilitation facility. 
Sinccrcly, 
Chris Thcin, MS. ATC. EMT 
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Submitter : 

Organization : 

Category : Physician 

Issue AreasIComments 

Date: 0812912007 

GENERAL 

GENERAL 

Dcar Ms. Norwalk: 

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

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undcrvaluation of anesthesia work compared to 
othcr physician serviccs. 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 anesthes~ologists are being forced away from 
arcas with disproportionately high Medicare populations. 

In an cffort to rcctify this untenable situation, the RUC recommcnded that CMS increase the anesthesia conversion factor to offset a calculatcd 32 percent work 
undervaluation a move that would result in an increase of nearly $4 00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthesia serviccs. I am plcascd that the Agency accepted this recommendation in its proposed mlc, and I support full implementation of the 
RUC s recommendation. 

To cnsurc that our paticnts havc access to cxpcrt anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Rcgistcr 
by fully and immcd~atcly implementing the ancsthcsia conversion factor increase as rccommended by thc RUC. 

Thank you for your consideration of this serious matter 
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Submitter : Mr. Peter DeVault 

Organization : Epic Systems Corporation 

Category : Health Care Industry 

Issue Areas/Comments 

Date: 08/29/2007 

Proposed Elimination of Exemption 
for Computer-Generated 
Facsimiles 

Proposed Elimination of Exemption for Computer-Generated Facsimiles 

Plcasc scc thc attachcd document. 

CMS- 1385-I-1 0966-Attach-I .PDF 
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August 15,2007 

Dear Sirs, 

As one of the first and largest providers of Electronic Medical Records systems in the 
United States, with customers who write electronic medication orders for tens of millions 
of Americans, we welcome the opportunity to comment on the proposed rule that would 
eliminate the exemption for computer generated faxes from the Medicare Part D e- 
prescribing requirements. 

We believe that e-prescribing is the safest and most secure method for communicating 
prescriptions to pharmacies, and many of our customers are pioneers in the field. We 
support the push to make electronic prescriptions the standard for the country. However, 
we believe that eliminating the ability to fax prescriptions by January 2009 is too soon 
and that a date of January 2010 would remove undue hardship on many healthcare 
providers who are still planning for and implementing the new technology. 

While most of our customers have expressed a strong interest in pursuing standard 
electronic prescription writing, the full implementation of that technology is not trivial, 
and such projects are often competing for resources with other important efforts such as 
providing the electronic medical records system to all of their providers. Planning and 
implementing an electronic prescription solution takes months of time and assumes that a 
customer is using the appropriate software versions to take advantage of the technology. 
Upgrading to those versions can often take as much or more time than the 
implementation of those new features. 

While January 2010 would still be a challenge for some of our customers, it's a challenge 
that could be met. January 2009 would be too soon. This would mean that many of our 
large customers who currently very successfully fax prescriptions to pharmacies today 
would have to revert to paper prescriptions after the proposed rule takes effect. This 
would be a very unfortunate consequence of a premature date: computer-generated faxes 
are in almost all cases safer, more secure, and more convenient than printed prescription. 

Furthermore, it has been the experience of our customers who use ful l  electronic 
prescribing standards that the electronic prescribing network is not currently ready in all 
markets. Third-party intermediaries required for robust electronic prescription 
communications, such as Surescripts and RxHub, often have inaccurate or missing data 
about local pharmacies because they rely on the pharmacies themselves to provide this 
information. This inevitably results in failed eprescribing transactions. Also, not all 
pharmacies have implemented the receiving side of the eprescribing solution. Our 
customers are skeptical that these and other gaps could be completely eliminated in the 
short timeframe allowed in the proposal. 

Finally, all of our customers who currently use certified eprescribing standards to 
communicate prescriptions report that, in a significant number of cases, eprescription 
transactions fail for a variety of reasons. In these situations, computer-generated faxing 



has been an invaluable back-up mechanism. Eliminating faxing as a back-up would result 
in delayed and missed prescriptions, which presents an unnecessary risk to patient safety. 
We recommend that even after the final eprescribing requirement date that computer- 
generated faxing still be allowed as a back-up for communicating prescriptions in the 
event that the hlly electronic system fails for any reason for a particular transaction. 

Thank you for your consideration of these recommendations. We look forward to a time 
in the near future when patients have the safety, security, and convenience benefits that 
fully electronic prescription writing promises, as do our customers. 

Sincerely, 

Peter DeVault 
Director of Integration and Interoperability 
Epic Systems Corporation 



Submitter : Ms. Otto Reitz 

Organization : Ms. Otto Reitz 

Category : Individual 

Issue Areas/Comments 

Date: 08/29/2007 

GENERAL 

GENERAL 

Dcar Ms. Norwalk: 

I am writing to express my strongest support for the proposal to increase anesthesia payments undcr the 2008 Physician Fee Schedule. I am grateful that CMS has 
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 disproportionatcly high Medicare populations. 

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

To cnsurc that our paticnts havc acccss to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Fedcral 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. 

Otto Rcitz 
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Submitter : Dr. Jonathan Friend 

Organization : Saint John Anesthesia Services Inc. Tulsa Oklahoma 

Category : Health Care Professional or Association 

Issue AreasICornments 

Date: 08/29/2007 

GENERAL 

GENERAL 

Lcslic V. Nonvalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicare and Medicaid Serviccs 
Attention: CMS-1385-P 
P.O. Box 8018 
Baltimorc, MD 21244-8018 

Rc: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Ycar Rcvicw) 

Dcar Ms. Norwalk: 

1 am writing to express my strongest support for the proposal to increase anesthesia payrncnts under the 2008 Physician Fee Schedule. I am grateful that CMS has 
rccognizcd thc gross undervaluation of anesthesia services. and that the Agcncy 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 sewiccs. 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 rcctify this untenable situation, the RUC recommcnded that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of ancsthcsia scrviccs. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the 
RUC s recommendat~on. 

To cnsurc that our paticnts havc acccss to expert ancsthesiology medical care, it is imperative that CMS follow through with the proposal in thc Fedcral Rcgistcr 
by fully and immcdiatcly implementing thc anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your considcration of this serious matter. 
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Submitter : Dr. richard carithers 

Organization : greenville anesthesiolgy pa 

Category : Physician 

Issue AreaslComments 

Date: 08/29/2007 

GENERAL 

GENERAL 

Lcslic V. Norwalk, Esq. 
Acting Adm~nistrator 
Ccnters for Medicarc and Medicaid Services 
Attention: CMS-1385-P 
P.O. Box 8018 
Baltimore, MD 2 1244-8018 

Rc: CMS-1385-P 

Anesthcsia Coding (Part of 5-Year Review) 

Dcar Ms. Nonvalk: 

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 
rccognizcd the gross undcrvaluation of anesthesia services, and that the Agency is taking steps to address th~s complicated issue. 

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

In an effort to rcctify this untenable situation, the RUC recommended that CMS increase thc anesthesia conversion factor to offset a calculated 32 percent work 
undervaluat~on a move that would result in an increase of nearly $4 00 per anesthesia unit and serve as a major step forward in correcting the long-stand~ng 
undcrvaluation of ancsthesia scrviccs. 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 paticnts havc access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Registcr 
by fully and immcdiatcly implcmcnting the anesthcs~a conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter 

R. Alan Carithers 
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Submitter : Mrs. Faith Roberts Date: 08/29/2007 

Organization : Munson Medical Center 

Category : Other Health Care Professional 

Issue AreasIComments 

GENERAL 

GENERAL 

Dcar Sir or Madam: 
I am a Ccrtificd Athlctic Traincr cmployed by Munson Medical Center in Traverse City Michigan. I am writing today to viocc my opposition to the therapy 
standards and rcquircmcnts in regards to the staffing provisions for rehabilitaion in hospitals and facilities proposed in 1385-P. 
Whilc I am conccrncd that thcse proposed changes to the hospital Conditions of Participation havc not rcceivcd the proper and usual vetting. I am more concerned 
that thesc proposcd mlcs will creatc additional lack of access to quailty health care for my paticnts. 
As an Athlctic Traincr. I am qualified to perform physical medicinc and rehabilitation services, which you know is not the same as physical therapy. My 
cducation. clinical cxpcricncc and national ccrtification exam ensure that my patients receive quality health care. State law and hospital medical professionals havc 
dccmcd mc qualified to perform thesc serviccs and thesc proposcd regulations attempt to circumvent those standards. 
Thc lack of acccss and workforce shortage to fill  thcrapy positions is widely known throughout thc industry. It is irresponsible for CMS, which is supposed to bc 
conccrncd with the hcalth of Americans, especially thise in rural areas, to further restrict their ability to receive those services. Thc flcxible current standards fo 
staff~ng in hospitals and othcr rchab facilitics arc pcrtinent in ensuring patients receive the best and most cost effective trcatmcnt available. 
Sincc CMS sccms to havc comc to thcsc proposcd changes without clinical or financial justification, 1 would strongly encourage the CMS to considcr the 
rccommcndations of those professionals that are tasked with overseeing the day to day health care necds of their patients. I respectfully request that you withdraw 
thc proposcd changcs related to hospitals, ma1 clinics, and any othcr Medicarc Pan A or B hospital or rchab facility. 

Sincerely 
Faith Robcrts, ATC 
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Submitter : Dr. Andrew Knight 

Organization : Medical Anesthesia Consultants Medical Group, Inc 

category : Physician 

Issue AreaslComments 

Date: 08/29/2007 

GENERAL 

GENERAL 

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

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

Dcar Ms. Nonvalk: 

I am writing to cxprcss my strongcst support for the proposal to increasc ancsthcsia payments undcr thc 2008 Physician Fee Schedule. I am grateful that CMS has 
rccognizcd thc gross undcrvaluation of ancsthcsia scrviccs, and that thc Agcncy is taking steps to address this complicated issue. 

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

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

To cnsurc that our paticnts havc acccss to expert anesthesiology medical care, it is imperative that CMS follow through with thc proposal in the Fcderal Registcr 
by fully and immcdiatcly implcmcnting thc anesthcsia convcrsion factor incrcase as rccommcnded by thc RUC. 

Thank you for your considcration of this serious matter. 

Andrcw A. Knight, MD 
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Submitter : Dr. Mark Koukkari 

Organization : Dr. Mark Koukkari 

Category : Physician 

Issue AreaslComments 

Date: 08/29/2007 

GENERAL 

GENERAL 

Dcar Ms. Norwalk: 

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

Whcn thc RBRVS was instituted, it crcated a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician scrviccs. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $1 6.1 9 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionately high Mcdicare populations. 

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

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

Thank you for your considcration of this serious matter. 

Mark Koukkari M.D. 
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Submitter : Dr. Michael Bialos 

Organization : Mount Sinai Shool of Medicine, New York, NY 

Category : Physician 

Issue AreasIComments 

Date: 08/29/2007 

GENERAL 

GENERAL 

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

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

Dcar Ms. Norwalk: 

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

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

In an cffort to rcctify this untcnablc situation, the RUC recommended that CMS increase the ancsthesia conversion factor to offset a calculated 32 percent work 
utidervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in corrccttng the long-standing 
undcrvaluation of ancsthcsia scrvices. I am plcased that the Agency accepted this recommendation in its proposed rule, and 1 support full implementation of thc 
RUC s recommendation. 

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

Thank you for your consideration of this serious matter. 

Michacl Bialos, MD 
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Submitter : Dr. richard knox 

Organization : greenville anesthesiology 

Category : Physician 

Issue AreaslComments 

Date: 08/29/2007 

GENERAL 

GENERAL 

Lcslic V. Norwalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Medicaid Serviccs 
Attcntion: CMS-1385-P 
P.O. Box 8018 
Baltimorc. MD 21244-8018 

Rc: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Ycar Rcview) 

Dcar Ms. Nowalk: 

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

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

In 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 
undcrvaluation of ancsthcsia scrviccs. I am pleased that the Agency acccptcd this recommendation in its proposed rule, and I support full implementation of the 
RUC s recommendat~on. 

To cnsurc that our paticnts have access to expert anesthesiology mcdieal care, it is imperative that CMS follow through with the proposal in the Federal Registcr 
by fully and immcd~ately implcmcnting thc anesthesia convcrsion factor increase as recommended by the RUC. 

Thank you for your considcration of this serious matter. 

Thank you, 

Richard Knox 
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Submitter : Ms. Megan Gullery 

Organization : Pleasant Valley High School 

Category : State Government 

lssue AreasIComments 

Date: 08/29/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dcar Sir or Madam: 

My namc is Mcgan Gullcry and I am a Ccrtificd Athletic Trainer at Plcasant Vallcy High School in Chico, California I have rccently graduated from 
California Statc University, Long Bcach and have becn a National Athletic Traincrs' Association Membcr (NATA) sincc March 2006 

I am writing today to voicc my opposition to the therapy standards and requircments in regards to the staffing provisions for rehabilitation in hospitals and 
facilities proposcd in 1385-P. Whilc I am conccrncd that thcsc proposed changes to the hospital Conditions of Participation have not received the proper and usual 
vctting, I am morc conccrncd that thcsc proposcd mlcs will crcate additional lack of acccss to quality hcalth carc for my patients. 

As an athlctic traincr, I am qualified to pcrfom physical medicinc and rchabilitation services, which you know is not the same a s  physical therapy. My 
cducation, clinical cxpcricncc, and national ccrtification cxam ensurc that my paticnts receivc quality hcalth care. State law and hospital medical professionals havc 
dcemcd mc qualified to pcrfom thcsc serviccs and thcsc proposed regulations attempt to circumvent those standards. 

Thc lack of acccss and workforce shortagc to fill therapy positions is widcly known throughout the industry. It is irresponsible for CMS, which is supposed 
to bc conccrncd with thc hcalth of Americans, especially those in mral areas, to further restrict their ability to receive those services. The flexible current standards 
of staffing in hospitals and other rchabilitation facilities arc pertinent in ensuring patients receive the best, most cost-effcctivc treatment available. 

Sincc CMS sccms to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommcndations of thosc professionals that are tasked with overseeing the day-to-day health carc nccds of their patients. I respectfully request that you withdraw 
thc proposcd changcs rclatcd to hospitals, mral clinics, and any Medicarc Part A or B hospital or rehabilitation facility. 

Sinccrcly, 

Mcgan Gullcry. ATC 
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Submitter : William Hartenbach 

Organization : William Hartenbach 

Category : Physician 

Issue Areas/Comments 

Date: 08/29/2007 

GENERAL 

GENERAL 

Lcslic V. Nonvalk, Esq. 
Acting Administrator 
Ccntcrs for Medicarc and Medicaid Services 
Attcntion: CMS- 1385-P 
P.O. Box 8018 
Baltimore. MD 21 244-801 8 

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

Dear Ms. Nonvalk: 

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

Whcn thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
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 Mcdicare populations. This is especially true in my area of Florida where the combination of declining reimbursement and 
incrcasing costs of providing Medicarc patients with quality care is forcing many of us to look elsewhere or consider abandoning the care of medicare patients. 

In an cffort to rcctify this untcnablc situation, thc RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 pcrcent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of 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 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 immcdiarely implementing the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 

William Hartenbach. M.D. 
1501 S. Pincllas Avc. 
Tarpon Springs, FL 34689 
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Submitter : Dr. Jeffrey Hoover 

Organization : Central OKC Anesthesia 

Category : Physician 

lssue Areas/Comments 

Date: 08/29/2007 

GENERAL 

GENERAL 

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

Rc: CMS-1385-P 

Ancsthesia Coding (Part of 5-Ycar 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 
othcr physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $1 6.1 9 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionately high Medicare populations. 

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

To cnsurc that our 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. 

Jcffrcy Hoovcr, MD 
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Submitter : Dr. Willard Koukkari 

Organization : Dr. Willard Koukkari 

Category : Individual 

Date: 08l29I2007 

Issue AreasIComments 

GENERAL 

GENERAL 

Dear Ms. Nonvalk: 

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

When the RBRVS was instituted, it created a hugc payment disparity for anesthesia care, mostly 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 
area. 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 rccornmendation in its proposed rule, and I support full implementation of the 
RUC s recommendat~on. 

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 eonversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 

Willard Koukkari 
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Submitter : Dr. Horatius Roman 

Organization : MCG 

Category : Physician 

Date: 08129l2007 

Issue AreasIComments 

GENERAL 

GENERAL 

Sample Commcnt Letter: 

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

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 Schedule. I am grateful that CMS has 
rccognizcd thc gross undervaluation of ancsthesia services, and that the Agency is taking steps to address this complicated issue. 

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

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

Thank you for your consideration of this serious matter. 
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Submitter : Mrs. Karen Iehl-Morse Date: 08/29/2007 

Organization : University of Illinois Urbana-Champaign 

Category : Other Health Care Professional 

Issue Areas/Comments 

GENERAL 

GENERAL 

Dear Sir or Madam: 

I am a NATABOC certified athletic trainer at the University of Illinois Urbana-Champaign. I have both a B.S. and M.S. from the University of Illinois. 
Additionally I am a liccnscd athlctip trainer in the State of Illinois. 

I am writing today to voice my opposition to thc therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and 
facilities proposcd in 1385-P. 
While I am conccmcd that thcsc proposed changes to the hospital Conditions of Participation have not received thc proper and usual vetting, I am morc conccmed 
that thesc proposed rulcs will crcatc 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 cxpcricncc, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have decmed 
mc qualificd to perform thcse scrviccs and thcse proposed regulations attempt to circumvent thosc standards. 
Thc 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 
conccmcd with the hcalth of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of 
staffing in hospitals and other rehabilitation facilities arc pertinent in ensuring patients receive the best, most cost-effective trcahnent available. 
Sincc CMS seems to have come to thcsc proposed changes without clinical or financial justification, I wouId strongly encourage the CMS to consider 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 proposcd changcs rclated to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 
Sinccrcly, 
Karcn Ichl-Morsc. M.S., ATC 
Assoc. Athlctic Trainer 
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Submitter : Ms. Marcia Koukkari 

Organization : Ms. Marcia Koukkari 

Category : Individual 

Issue Areas/Comments 

Date: 08/29/2007 

GENERAL 

GENERAL 

Dcar Ms. Nowalk: 

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

Whcn the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work comparcd to 
othcr physician scrviccs. Today, morc than a decade since thc RBRVS took cffcct, Mcdicarc payment for anesthesia serviccs stands at just $1 6.1 9 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsusta~nable system in which anesthesiologists are be~ng forced away from 
arcas with disproportionately high Mcdicarc populations. 

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

To 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 irnmcdiately implemcnting the anesthesia convcrsion factor increase as recommended by the RUC. 

Thank you for your considcration of this serious matter. 

Marcia Koukkari 
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Submitter : Dr. Allen Hayman 

Organization : York Hospital 

Category : Physician 

Date: 08/29/2007 

Issue Areas/Comments 

GENERAL 

GENERAL 

Dcar Ms. Nonvalk: 

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

When thc RBRVS was institutcd, it crcatcd a hugc payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
other physician scwiccs. Today, more than a decade since the RBRVS took effcct, Medicarc payment for anesthesia serviccs stands at just $1 6.1 9 pcr unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in whlch anesthes~olog~sts are being forced away from 
areas with disproportionately high Medicarc populations. 

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

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

Thank you for your consideration of this scrious matter. 

Sinccrcly; 

Allen Hayman, M.D. 
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Submitter : Dr. Harsh Sachdeva 

Organization : Overton brooks va medical center 

Date: 08/29/2007 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

Leslic V. Norwalk, Esq. 
Acting Administrator 
Centers for Medicare and Mcdicaid Scrviccs 
Attcntion: CMS-1385-P 
P.O. Box 80 18 
Baltimore. MD 21244-801 8 

Rc: CMS-1385-P 

Anesthesia Coding (Part of 5-Year Review) 

Dcar Ms. Norwalk: 

I am writing to cxpress my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fec Schedule. I am grateful that CMS has 
recognized thc gross undervaluation of anesthesia scrvices, and that the Agency is raking steps to address this complicatcd issue. 

When the RBRVS was instituted, it created a huge payment disparity for anesthcsia care, mostly due to significant undervaluation of anesthesia work compared to 
other physician serviccs. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.1 9 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproponionatcly 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 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 imrncdiately 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 : Mr. Stephen Joseph Date: 08/29/2007 

Organization : Trinity Rehabilitation @ Pinnacle Point 

Category : Physical Therapist 

Issue AreaslComments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

I would encourage CMS to rectify a growing problem that was suspected to be a future problem when physicians were allowcd to keep physical therapy services in 
thcir o f f ~ c c  as an exclusion to the Stark legislation. 
As a practicing physical thcrapist, I have seen the dircct consequence of this action, especially from the paticnts that I have eventually had to work with after 
scvcral months of failcd "therapy" provided from a physicaians officc. 
By adding physical thcrapy to this legislation, you are making a statement that the physicians had their chance and blew it by bceing greedy and not offcring 
spccdy and cffcctivc treatment options to thcir clinets as was promised. 
By climinating this "profit ccntcr" you have helped rcturn focus to patient carc and not how much money can we make on this scrviee. 
Thank you for your timc, 
Steve Joscph PT 
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Submitter : Mr. Edrian Hairston 

Organization : Western Carolina University 

Category : Health Care Professional or Association 

Issue Areas/Comments 

GENERAL 

GENERAL 

Dcar Sir or Madam: 

Date: 08/29/2007 

My namc is Edrian Hairston, I am an Assistant Athletic Trainer at Westem Carolina University. 

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

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

Thc lack of access and workforce shortage to fill thcrapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
conccmcd with thc hcalth of Amcricans, especially those in rural areas, to further restrict thcir ability to receive those scrvices. 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 sccms to havc come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommcndations of those professionals that are tasked with ovcrsceing the day-today health care needs of their patients. I respectfully request that you withdraw 
the proposed changes rclated to hospitals, &ral clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Edrian J. Hairston, MS. ATC, LAT 
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Submitter : Date: 08/29/2007 
Organization : 

Category : Physical Therapist 

Issue Areas/Comments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

In order to prcvcnt misusc and fraud, I would like to suggest that you rcmove Physical Therapy from the in-office ancillary services exception to the Physician 
sclf-rcfcrral laws. It is a wcll provcn fact that competition is good for business and in this case good for the patient. If Physicians automaticallly refcr to their 
clinic, thcy could vcry wcll be providing a sub-standard product and in turn the patient will not be receiving quality treatment. Patients should be allowed to 
choosc a PT Clinic and not havc "suggestions" by the Physicians cffcct thcir selcction. In addition, if a Physician run clinic docs not providc a particular scrvicc, 
thc paticnt will not get what they need. Another issuc is thc moncy received by the Physicians and thc choice to rcffcr paticnt that have ample money or insurancc 
covcragc to thcir clinic. They can choose who they want to reffer based on moncy and not what the patient needs. This is just bad for quality all around. 1 would 
likc you to considcr closing this loophole - it is thc cthical choice to make. 
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Submitter : Mr. Sean Bagbey 

Organization : Orthopedics and Sports Medicine 

Category : Health Care Provider/Association 

Issue Areas/Comments 

Date: 08/29/2007 

Therapy Standards and 
Requirements 

Therapy Standards and Requirements 

Dear Sir or Madam: 

1 am Scan Bagbcy. I am working in Western Kentucky in an Orthopedic Spccility officc that services most ofNW Kentucky. 

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

Whilc 1 am concerned that thcse proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned 
that thcsc 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. 

Thc lack of acccss and workforce shortage to fill therapy positions is widely known throughout the industry. It is ir~esponsible for CMS, which is supposed to be 
conccrncd with thc hcalth of Amcdcans, especially those in rural areas, to further restrict their ability to rcceive 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 sccms to havc comc to these proposed changcs without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccom~ncndations of those profcssionals that are tasked with ovcrsccing the day-today health care needs of their patients. I respecthlly request that you withdraw 
thc proposcd changcs rclatcd to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sinccrcly, 

Sean Bagbcy, 
Masters in Hcalth Service Administration 
Ccrtificd Athlct~c Traincr 
Physical Thcrapy Assistant 
Ccrtificd Spccialist in Functional Assessments 
Ccrtificd Spccialist in Health Ergonomics 
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Submitter : Mr. Adam Tarr 

Organization : Carle Sports Medicine 

Category : Other Health Care Professional 

Issue Areas/Comments 

Date: 08/29/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dcar Sir or Madam: 

I currently work at Carlc Sports Mcdicine in Champaign, 1L. Through Carle, 1 also serve as Head Athletic Trainer at Champaign Centennial High School hcrc in 
town. 1 wcnt to Eastcrn lllinois University and rccieved a bachelors dcgrce in Physical Eduation with an option in Athletic Training. I have now gone on pass 
my ccrtification cxamination and begin practicing as an athlctic traincr in thc arca. 

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

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

As an athletic trainer, I 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 qualificd to perform thesc services and these proposed regulations attempt to circumvent those standards. 

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

Sincc CMS sccms to havc come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommcndations 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 proposcd changes relatcd to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sinccrcly, 

Adam Tarr, ATC (andlor othcr credentials) 
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Submitter : Mr. Vernon Reitz 

Organization : Mr. Vernon Reitz 

Category : Individual 

Issue Areas/Comments 

Date: 08/29/2007 

GENERAL 

GENERAL 

Dear Ms. Norwalk: 

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

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

In an effort to rcctify this 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 anesthes~a unit and serve as a major step forward in correcting the long-standing 
undcrvaluation 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 recommendat~on 

To cnsurc that our paticnts havc access to expert anesthcsiology 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 scrious mattcr. 

Mr. Vcmon Reitz 
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Submitter : Mr. Greg Watson 

Organization : lmmaculata High School - Athletic Training 

Category : Other Health Care Professional 

Issue AreaslComrnents 

Date: 08/29/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dcar Sir or Madam: 

My name is Grcgory Watson and I am a certificd athletic trainer at lmmaculata High School in Somerville, NJ. This will be my 4th year at thc high school, whcrc 
I also tcach physical cducation and health. I am the only athlctic traincr on site, where 1 takc carc of IS varsity and junior varsity athletic tcams. Each student- 
athlctc with an injury is diagnosed and treated by myself and an orthopedic physician, who comcs regularly to the school for injury updates. 

I have bccn an athletic traincr for I I years helping professional, collegiate, and high school athlctes with their various health care needs. I have a bachelors degree 
from thc Univcrsity of Rhode Island and a masters dcgree from Columbia Univcrsity. 

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

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

As an athlctic traincr, 1 am qualified to pcrform physical mcdicine and rehabilitation services, which you know is not the same as physical therapy. My education, 
clinical cxpcricncc, and national ccrtitication exam ensure that my patients rcceivc quality hcalth carc. State law and hospital medical professionals havc deemed 
mc qualificd to perform these services and these proposed regulations attempt to circumvent those standards. 

Thc lack of acccss and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
concerned with thc hcalth of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of 
staffing in hospitals and 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 consider the 
rccommcndations of thosc professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw 
thc proposed changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sinccrcly, 

Gregory J. Watson, MA, ATC 
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Submitter : Ms. Elizabeth Ridley 

Organization : Ms. Elizabeth Ridley 

Category : Individual 

Issue AreasIComments 

Date: 08/29/2007 

GENERAL 

GENERAL 

Dcar Ms. Nonvalk: 

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

Whcn the RBRVS was instituted, it creatcd a huge payment disparity for ancsthesia care, mostly due to significant undcrvaluation of anesthcsia work compared to 
othcr physician serviccs. Today, more than a decade sincc thc RBRVS took effcct, Medicare payment for ancsthcsia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system rn whrch anesthesiologists are being forced away from 
arcas with disproportionately high Medicare populations. 

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

Thank you for your considcration of this serious matter. 
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Submitter : Mr. Michael LaMere 

Organization : Prevea Sports Medicine Clinic 

Category : Other Health Care Professional 

Issue AreaslComments 

Physician Self-Referral Provisions 

Date: 081'2912007 

Physician Self-Referral Provisions 

Dcar Sir or Madam: 

I am an athlctic haincr who works for a sports mcdicine clinic in Grcen Bay, WI. I am writing today to voice my opposition to the therapy standards and 
rcquircmcnts in rcgards to thc staffing provisions for rehabilitation in hospitals and facilities proposed in 1385-P. 

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

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

Thc lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
conccmcd with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flertible 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 sccms to have come to these proposed changes without clinical or financial justification, I would strongly encourage the ClrlS to consider the 
rccommcndations of thosc profcssionals 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. 

Sinccrcly, 

Michael T LaMere,MS,ATC, NASM-PES 
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Submitter : Dr. Alicia Vollmers Date: 08/29/2007 

Organization : Total Wellness Chiropractic Clinic, P.C. 

Category : Chiropractor 

Issue AreasIComments 

Payment For Procedures And 
Services Provided In ASCs 

Payment For Procedures And Services Provided In ASCs 

"Technical Corrections" 
As a practicing chiropractor, the bill currently being proposed that would eliminate patient reimbursement for x-rays taken by a radiologist or other non-treating 
physician and then uscd by a chiropractor will significantly our ability to treat Medicare patients. If they have to visit their primary doctor in order to get the 
xrays, that will drive thc cost of hcalth care even higher, when we are obviously trying to decrease the cost of health care as it continues to rise. X-rays, when 
necded, can allow us to identify any contraindications to adjustments or indicate when additional diagnostic tests will be necessary. 
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Submitter : Mrs. Angela Dahl 

Organization : Drake University 

Category : Academic 

Issue AreaslCornments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Date: 08/29/2007 

Dcar Sir or Madam: 

My namc is Angie Dahl I am a certificd athletic trainer at Drake University in Des Moines Iowa. I havc a Mastcr's Degrce and am in my 9th year of athletic 
training. 

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

As an athlctic traincr, I am qualified to perform physical medicine and rehabilitation services, which you know is not the 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 pcrform thesc scrvices and these proposed regulations attempt to circumvent those standards. 

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

Since CMS sccms to have comc to these proposed changcs without clinical or financial justification, I would strongly encouragc the CMS to consider 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 
thc proposcd changcs rclated to hospitals, rural clinics, and any Mcdicarc Part A or B hospital or rehabilitation facility. 

Sinccrcly. 

Angcla R. Dahl MPA,ACSM HF-I, LAT, ATC 
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Submitter : Dr. Jeffrey Coston 

Organization : Park Ridge Anesthesiolgy Services, PA 

Category : Physician 

Issue AreasIComments 

GENERAL 

GENERAL 

See Attachment 

Date: 08/29/2007 
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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 

August 29,2007 

Dear Ms. Norwalk: 

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

Your office receives many "boiler plate" prewritten letters. I wanted to share my support 
for this modest increase to anesthesia providers in my words. 

Park Ridge Anesthesiology Services was formed in 1985 and has served a mostly rural 
and older population in western North Carolina ever since. We have seen our services 
increase to Medicare and Medicaid patients with the influx of more people retiring to our 
area as well as a large number of Latino immigrants settling in the communities of 
Hendersonville and Fletcher, NC. 

We had a 61 percent combined Medicare and Medicaid payer mix for July 2007, the most 
recent month that data is available to us. This percentage varies a bit month to month but 
is an accurate reflection of our overall demographics. The proposed increase (CMS- 
1385-P Anesthesia Coding) from CMS would certainly help our situation. 

I strongly urge CMS as well as Congress to find a viable, fair solution to the rapidly 
building healthcare crisis our great country is facing. I wish you every success in your 
capacity as Acting Administrator for the Centers for Medicare and Medicaid Services. 

Thank you for your thoughtful consideration of this issue and your service to the United 
States of America. 

Dr. Jeffrey Coston 
President, Park Ridge Anesthesiology Services, PA 



Submitter : , Mrs. Joanne Milano 

Organization : Long Trail Physical Therapy 

Category : Physical Therapist 

Issue Areas/Comments 

Date: 08/29/2007 

GENERAL 

GENERAL 

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

Whilc 1 am concerncd that thesc proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, 1 am more concerned 
that thcsc proposcd mlcs will create additional lack of access to quality health care for my patients. 
Thc lack of acccss and workforce shortagc to fill thcrapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposcd to be 
conccrncd with thc hcalth of Amcricans. especially those in rural areas, to further restrict thcir ability to receive those services. The flexiblc 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 sccms to havc come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommcndations of thosc professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw 
thc proposcd changcs rclatcd to hospitaIs, mral clinics, and any Medicarc Part A or B hospital or rehabilitation facility. 

Page 1800 of 2934 August 30 2007 08:35 AM 



























































































































































































































































































Submitter  : Mrs. Judy  Maupin  

Organization : Mrs. Judy Maupin  

Category : Individual 

Issue AreaslComments 

Date: 08/29/2007 

Payment  For Procedures And 
Services Provided In  ASCs 

Payment For Procedures And Services Provided In ASCs 

Lcslic V. Norwalk. Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Medicaid Services 
Attention: CMS-1385-P 
P.O. Box 801 8 
Baltimore. MD 21244-8018 

Rc: CMS-I 385-P 
Anesthcsia Coding (Part of 5-Ycar Revicw) 

Dcar Ms. Norwalk: 

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

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

In an cffort to rcctify 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 
undcrvaluation of anesthcsia scrviccs. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the 
RUC s recommendation. 

To cnsurc that our patients have acccss to cxpen 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 recommcnded by the RUC. 

Thank you for your considcration of this serious matter. 

Sinccrcly, 

Judy Maupin 
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Submitter : Dr. Tom Dougherty 

Organization : Emory Sports Medicine Center 

Category : Physician 

Issue AreasIComments 

GENERAL 

GENERAL 

29 August 2007 

Date: 08/29/2007 
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Dear Sir or Madam: 

My name is Tom Dougherty MD, FAAFP, CAQSM, board certified by the American 
Board of Family Practice. I have athletic trainers in my practice and am amazed how 
useful they are to the premiere care of my patients, here at Emory Sports Medicine. 

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. 

I truly believe in the words of an athletic trainer who says: 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 , 

Tom Dougherty MD, FAAFP, CAQSM 

Emory Sports Medicine 

59 Executive Park Atlanta GA 30329 



Submitter : Mr. Jamie Schupbach 

Organization : Cleveland Clinic 

Category : Health Care Professional or Association 

Issue Areas/Comments 

Date: 08/29/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dcar Sir or Madam: 

I have been a certified Athletic Trainer for thirteen years. The majority of my career has been spcnt working in outpatient physical therapy 

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

While I am conccmed that thcsc proposcd changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more conccmed 
that these proposed rules will crcate additional lack ofaccess to quality hcalth care for my patients. 

As an athletic trainer, I am qualified to perform physical medicine and rehabilitation scrviccs, which you know is not thc 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 qualificd to pcrform 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 
conccmcd with thc hcalth of Americans, especially those in rural areas, to further reshict their ability to receive those services. The flexible currcnt standards of 
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective beatment available. 

Sincc CMS sccms to have come to thcse proposed changcs 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 
thc proposcd changes rclated to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sincercly. 

Thomas J Scliupbach. ATC, CSCS 
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Submitter : Mr. John Reuter 

Organization : Mr. John Reuter 

Category : Physical Therapist 

Issue AreaslComments 

Date: 08/29/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

As a practicing physical therapist, I have seen many Pts who went to thcrapy in an MD's office who did not know they had a choice of where they went for 
trcatmcnt. Self rcfcrral can lcad to abuse for profit. actually decrease the quality of care, and increase the cost of care for everyone. As costs go up, marc peoplc 
bccomc uninsurcd and their quality of care decreases. The pcople who have insurance just scc their own costs for care go up. For thesc reasons, I feel MD self 
rcfcrral for PTIOT is wrong and should not be included in the "in-office ancillary services" 
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Submitter : 

Organization : 

Category : Other Health Care Professional 

Issue Areas/Comments 

Date: 08/29/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dcar Sir or Madam: 

I am currently an Athlctic Trainer at the Unitcd Statcs Military Acadcmy. 

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

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

As an athlctic traincr. I am qualified to perform physical medicine and rehabilitation services, which you know is not the samc as physical therapy. My education, 
clinical cxpcricncc, and national certification exam ensurc that my paticnts receive quality hcalth care. Statc law and hospital medical professionals havc deemed 
mc qualiticd to perform thcse scrvjces and thesc proposed regulations attempt to circumvent thosc standards. 

Thc lack of acccss and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposcd to be 
conccrncd with thc 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 othcr rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available. 

Sincc CMS sccms to havc come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommcndations 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 changcs related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sinccrcly, 

Jcnnifcr Huff MA ATC 
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Submitter : Dr. Mark Susman 

Organization : Dr. Mark Susman 

Category : Physician 

Date: 08/29/2007 

Issue AreasIComments 

GENERAL 

GENERAL 

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

Dcar Ms. Nonvalk: 

I am wr~ting to cxpress my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am gratcful that CMS has 
rccogni~cd thc gross undervaluation of anesthesia services, and that thc Agency is taking steps to address this complicated issue. 

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

In an cffort to rcctify this untenable situation, the RUC recommended that CMS incrcase the anesthesia conversion factor to offsct a calculated 32 perccnt work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
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. Ann Marie Mallat Date: 08/29/2007 

Organization : Group Anesthesia Services 

Category : Physician 

Issue AreasIComments 

Payment For Procedures And 
Services Provided In ASCs 

Payment For Procedures And Services Provided In ASCs 

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

Sinccrcly, 
Ann Marie Mallat, MD 
14808 Sutton Dr. 
San Josc, CA 95 124 
amgas@ncxtcl.blackbcny.net 
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Submitter : Ms. Callie Maupin 

Organization : Ms. Callie Maupin 

Category : Individual 

Issue Areas/Comments 

Date: 08/29/2007 

Payment For Procedures And 
Services Provided In ASCs 

Payment For Procedures And Services Provided In ASCs 

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

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

Dcar Ms. Norwalk: 

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

Whcn thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly duc to significant undervaluation of anesthesia work compared to 
othcr physician scwiccs. Today, more than a decade since the RBRVS took effcct, 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 disproportionately high Medicare populations. 

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

To cnsurc that our paticnts havc acccss to cxpert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and imrncdiately implementing the anesthesia conversion factor increasc as recommended by the RUC. 

Thank you for your considcration of this serious matter. 

Sincerely, 

Callie Maupin 
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Submitter : Mrs. Alyson Pearson Date: 08/29/2007 

Organization : Jordan Valley Medical Center-CORE 

Category : Other Health Care Professional 

Issue Areas/Comments 

Therapy Standards and 
Requirements 

Therapy Standards and Requirements 

Dcar Sir or Madam: 

1 am a Ccrtificd Athletic Trainer working for Jordan Valley Medical Center, but more especially for Dr. Jim Macintyre and The Center of Orthopedic and 
Rehabilitation Exccllcncc in Salt Lake City, Utah. I work as a Physician Extender for Dr. Macintyre. My job is to assist the doctor in the daily care of his 
paticnts, by providing injury evaluation skills as well as thcrapcutic excrcise inshuction to his paticnts. Many of our patients can heal without formal physical 
thcrapy and I am ablc to instruct them on exercises that they can do at homc which will aid in that hcaling. This helps keep the cost down for his patients, as well 
as insurancc companics, who do not need to be sent to physical therapy to obtain the necessary exercises and information to help them recovcr from their injuries. 
I also act a liaison bctwccn thc Physician and his patients, as well as betwccn the physical therapist. 

I havc workcd for Dr. Macintyre for 6 and a half ycars. I graduated with a Bachelors of Science in Biology and Athletic Training and then went on to receive my 
Mastcrs in Public Health. Both of thcse degrces have aided in my ability to counsel paticnts on proper nutrition, exercise prescription and ovcr all general medical 
hcalth. I love my job and thc chance that I have to play a role in assisting injured patients to get better. I am currently in good standing with the National 
Athlctic Traincrs Association. We are required to attend 75 hours of continuing education over a three year period to keep up with our certification. We are 
constantly learning the new and latest medical information based on our skill sets. I am also currently licensed by the state of Utah to practice as an Athlctic 
Trainer. 

I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and 
facilities proposcd in 1385-P. 
Whilc I am conccrncd that thcse proposed changes to thc hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned 
that thcsc 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 cxpcricncc, and national certification exam ensure that my paticnts receive quality health care. State law and hospital medical professionals have deemed 
me qualificd to perform thcsc scrviccs and thcse proposed regulations attcmpt to circumvent those standards. 

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

Sincc CMS seems to havc 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. 1 respectfUlly request that you withdraw 
thc proposed changcs related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sincerely, 

Alyson C. Pcarson, MPH, ATC-L 
The Center of Orthopedic and Rehabilitation Excellence 
Jordan Vallcy Mcdical Centcr 
3584 W. 9000 S. Suite 204 
Wcst Jordan, Utah 84088 
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Submitter : Mr. Paul Ullucci, Jr. Date: 08/29/2007 

Organization : Ullucci Sports Medicine 

Category : Physical Therapist 

Issue AreasIComments 

Therapy Standards and 
Requirements 

Therapy Standards and  Requirements 

Dcar Sir or Madam: 

My namc is Paul A. Ullucci. Jr. and I am the owner of Ullucci Sports Medicine & Physical Therapy, Inc. 1 am also a physical therapist, certified athletic trainer, 
sports clinical specialist and certified strength and conditioning specialist. Additionally, 1 am currently working on two Doctorate degrees in the area of sports 
mcdicinc and As both a physical therapist and certified athletic trainer I have a unique perspective of the impact this change will have on the quality of healthcare 
providcd my paticnts and I am writing to you to cxpress my deep conccm regarding this change. 

Specifically. 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 proposcd in 1385-P. 

Whilc 1 am conccrncd that thcsc proposed changcs to thc hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned 
that thcsc proposed rulcs 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 scrviccs, which you know is not the same as physical therapy. My education, 
clinical cxpcricncc, and national certification exam ensure that my patients receive quallty health care. State law and hospital medical professionals have deemed 
mc qualified to perform these serviccs 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 
concemcd with thc hcalth of Amcricans, especially those in rural areas, to further restrict their ability to receive thosc serviccs. The flexible current standards of 
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients reecive the best, most cost-effective treahnent available. 

Since CMS scems to have come to these proposed changcs 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 patlcnts. I respectfully request that you withdraw 
thc proposed changcs related to hospitals, rural clinies. and any Medicare Part A or B hospital or rehabilitation facility. 

Sincerely. 

Paul A. Ullucci. Jr.. PT, ATC, LAT, SCS, CSCS 
President 
Ullueci Sports Medicine &Physical Therapy, Inc. 
Ullucci Sports Medicine Scholarship Fund, Inc. 
1235 Wampanoag Trail 
East Providcnce, RI 0291 5 
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Submitter : Dr. virginia greenwood 

Organization : providence anesthesiologists, inc. 

Category : Physician 

lssue AreaslComments 

Date: 08/29/2007 

GENERAL 

GENERAL 

Lcslic V. Norwalk, Esq. 
Acting Administrator 
Centcrs for Mcdicarc and Mcdicaid Scrvices 
Attcntion: CMS- 1385-P 
P.O. Box 8018 
Baltimore. M D  2 1244-801 8 

Rc: CMS- 1385-P 

Ancsthcsia Coding (Part of 5-Ycar Rcview) 

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 undcrvaluation of anesthesia services, and that thc Agency is taking steps ta address this complicated issuc. 

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician scrviccs. Today, more than a decade since the RBRVS took cffect, Medicare paymcnt for anesthesia scrvices stands at just $16.1 9 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionatcly high 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 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 
undcrvaluation of ancsthcsia scrviccs. I am plcased that the Agcncy accepted this rccommendation in its proposed rule, and I support full implementation of the 
RUC s recommendation. 

To cnsurc that our paticnts havc access to expert ancsthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immcdiatcly implementing the ancsthcsia conversion factor increasc as rccommcndcd by the RUC. 

Thank you for your considcration of this serious mattcr 
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Submitter : Linda Winger 

Organization : CyberKnife Coalition 

Category : Health Care Provider/Association 

Issue Areas/Comments 

GENERAL 

GENERAL 

See Attachment 
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August 15,2007 Submitted electronically via attachment to 
http://www.cms.hhs.gov/eRulemaking 

Kerry N. Weems 
Administrator Designee 
Centers for Medicare & Medicaid Services 
Department of Health and Human Services 
Attention: CMS-1385-P 
P.O. Box 8018 
Baltimore, MD 21244-801 8 

Re: Comments to Proposed Rule [File Code: CMS-1385-PI 

Dear Administrator Weems: 

The c y b e r ~ n i f e ~  Coalition is a non-profit association of thirty-seven (37) 
institutions across the United States committed to improving patient 
access to radiosurgery throughout the body. As such, we appreciate the 
opportunity to comment to the Centers for Medicare and Medicaid 
Services (CMS) on CMS-1385-P RIN 0938-A065 Medicare Program; 
Proposed Revisions to Payment Policies Under the Physician Fee 
Schedule (PFS), and Other Part B Payment Policies for CY 2008. 

Backqround 

Medical linear accelerators (LINACs) were developed in the 1960's and 
allowed physicians to deliver isocentric radiation treatments of tumors 
over several weeks to spare normal tissue. Advancements in computer 
and linear accelerator technology in the 1980's led to 3-dimensional 
conformal radiation (3D-CRT) and image-guided radiation therapy (IGRT) 
which combined CT imaging with LlNAC technology to register the 
location of a lesion before and after a treatment session. In the 1990's, 
intensity modulated radiation therapy (IMRT) further customized the 
shape of the radiation field to better conform to the lesion. 

In the 19601s, frame-based stereotactic radiosurgery (SRS), was 
developed to deliver radiation with a high degree of accuracy to the brain 
and skull base. This intracranial treatment relies on placement and 
adjustment of an external head frame and manual adjustment of the 
patient. The accuracy afforded by this technology allows delivery of 
large, single, ablative doses of radiation. Then, in the late 1990's, image 
guided robotic stereotactic radiosurgery (r-SRS) proved significantly 
different from traditional radiosurgery in two ways: 1) no head or body 



CyberKnife Coalition 
Page 2 

frames are required, and 2) the flexibility of non-isocentric treatments 
allows for highly conformal treatments throughout the body together with 
significant decrease in normal tissue radiation. 

Addendum B: 2008 Relative Value Units and Related Information Used 
in Determininq Medicare Pavments for 2008 

In the CY 2007 PFS Final Rule, CMS revised the status indicator of level 
II HCPCS codes for image guided robotic linear accelerator-based 
stereotactic radiosurgery (GO339 and G0340) to indicate that they would 
be Carrier priced. We support CMS in maintaining these HCPCS codes 
for CY 2008 with the current status indicator so that Medicare 
beneficiaries may continue to have access to this treatment in the 
freestanding center setting, and providers may continue to bill for services 
using the most appropriate codes. 

Conclusion 

In summary, we appreciate the opportunity to comment, and thank the 
agency for its decision to continue the use of Carrier-priced level II 
HCPCS codes for image guided robotic stereotactic radiosurgery in CY 
2008. 

Sincerely, 

Linda F. Winger 
President, c ybe r~n i f e~  Coalition 



Submitter : Ms. Katie Maupin 

Organization : Ms. Katie Maupin 

Date: 08/29/2007 

Category : Individual 

Issue Areas/Comments 

Payment For Procedures And 
Services Provided In ASCs 

Payment For Procedures And Services Provided In ASCs 

Lcslic V. Norwalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicare and Mcdicaid Scrvices 
Attcntion: CMS-1385-P 
P.O. Box 80 18 
Baltimorc, MD 2 1244-80 18 

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

Dcar Ms. Norwalk: 

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

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

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

Thank you for your consideration of this serious matter. 

Katic Maupin 
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Submitter : Mr. Timothy Touwille Date: 08/29/2007 
Organization : University of Vermont Dept. of Orthopaedics 

Category : Other Health Care Professional 

Issue AreasIComments 

GENERAL 

GENERAL 

Dcar Sir or Madam: 

I am a Vermont State licensed, nationally certified Athletic Trainer working as a clinical research coordinator with the University of Vermont Department of 
Orthopacdics and Rehabilitation. My primary research involvement is in clinical research of the onset and progression of osteoarthritis, as well as the 
identification of risk factors for various musculoskeletal injuries which occur in active, healthy individuals of all ages. I also work clinically, and provide skilled 
orthopaedic rehabilitation for paticnts with thesc injuries. 

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. 

Whilc I am conccmcd that thcsc proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am morc conccmcd 
that thcsc proposcd rulcs will crcatc additional lack of access to quality health care for my patients. 

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

Thc lack of access and workforce shortage to fill therapy positions is widely known throughout the indushy. It is irresponsible for CMS, which is supposed to be 
conccmed 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 rehabilitation facilities arc pertinent in ensuring patients receive the best, most cost-effective treatment available. 

In addition to thc aforcmcntioned items, I am also concerned that the resulting removal of certified athletic trainers from the hospital setting would greatly hinder 
our rcscarch cfforts, which arc geared toward the prevention of musculoskeletal Injuries in secondary school and collegiate aged men and women. Our research is 
highly dcpcndcnt upon athletic trainers working at thcse institutions, many of whom are formally employed by a hospital or outpatient orthopaedic rehabilitation 
cl~nic. If thesc individuals were unable to obtain or maintain employment through their respective hospitals, they would not be able to provide outreach medical 
covcragc in many high school or collegiate settings, and our interaction with these athletic trainers would cease. The consequences of this would be an abrupt stop 
to a largc portion of our NIH-funded research which is geared toward the identification of injury risk factors or prevention of injuries and decreasing health care 
costs. As you can scc, thc 'ripple-effect' of the proposed change would have far-reaching and abhorrent consequences, many of which I am sure where not 
considcrcd whcn these rule changes were proposed. 

Since CMS seems to have come to these proposed changes witho;t clinical or financial justification, I would strongly encourage thc 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, 
Timothy W. Tourville, MEd, ATC, CSCS 

Page 1973 of 2934 August 30 2007 O8:35 AM 



Submitter : Dr. Pamela Bryan 

Organization : Anesthesia Consultants of Indianapolis 

Category : Physician 

Issue Areas/Comments 

Date: 08/29/2007 

GENERAL 

GENERAL 

Lcslic V. Norwalk, Esq. 
Acting Administrator 
Ccnters for Mcdicarc and Mcdicaid Scrvices 
Attcntion: CMS-1385-P 
P.O. Box 8018 
Baltimorc, MD 21244-8018 

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

Dcar Ms. Norwalk: 

I am writing to cxprcss my strongest support for thc proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. 1 am grateful that CMS has 
rccognizcd thc gross undcrvaluation 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 
othcr physician scrviccs. Today, more than a decade sincc thc RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being 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 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 cnsurc that our paticnts havc access to cxpert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Fedcral Registcr 
by fully and immcdiately implcmenting the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 

Pamela S. Bryan MD 
Anesthcsia Consultants of Indianapolis 
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Submitter : Dr. Paul Jeffords 

Organization : Resurgens Orthopaedics 

Category : Physician 

Issue Areas/Comments 

Date: 08/29/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Physician-owncd PT facilities significantly increase the efficiency and efficacy of patient care. With in-office PT, therapists have instant acccss to patient medical 
rccords and imaging which improves patient care. If a patient is having a problem, the therapist can immediately consult with the physician who can then evaluate 
thc paticnt. Paticnts can complete their office visit with the physician and have their post-operative therapy without having to bavel to a separate facility. This 
incrcascs paticnt compliance with the therapy protocols and allows the physician to follow their progress. 
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Submitter : Mr. Mark Melton 

Organization : Melton Physical Therapy, Inc 

Category : Physical Therapist 

Date: 08/29/2007 

Issue Areas/Comments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

I am writing to encourage the removal of physical therapy from the in-office ancillary services exception to the federal self-referral laws. In this proposal for 
2008 physician fec schedule the Stark Law is obviously being misconstmed and will allow an environment in which fraud can abound. 

Currently 1 am aware of one oftice in my small town in which a physician shared space with his son who is a chiropractor and the chiropractor was billing for 
chiropractic manipulation as well as 97 140 manual treabnent in which he claimed manual traction I5 min under a medical billing code. The patient who received 
the treatment and the bill reported that she had less than 5 minutes of treabnent. 

I also know of a chiropractic in our t o w  who owns a whole health clinic in which a doctor is employed or is a partner. The were seeing patients for chiropractic 
and the physician was writing prescription for all patients to receive physical therapy in their oftice in which they were having therapy performed by aides under 
thc physicians supcrvision. 

Plcasc rcmovc physical thcrapy from the in-office ancillary services cxception. It will save the system money in getting good services to the people who need it 
and by saving invcstigation and prosccuting costs. 
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I am writing to encourage the removal of physical therapy from the "in-office ancillary 
services" exception to the federal self-refenal laws. In this proposal for 2008 physician 
fee schedule the Stark Law is obviously being misconstrued and will allow an 
environment in which fraud can abound. 

Currently I am aware of one office in my small town in which a physician shared space 
with his son who is a chiropractor and the chiropractor was billing for chiropractic 
manipulation as well as 97140 manual treatment in which he claimed manual traction 15 
min under a medical billing code. The patient who received the treatment and the bill 
reported that she had. less than 5 minutes of treatment. 

I also know of a chiropractic in our town who owns a "whole health clinic" in which a 
doctor is employed or is a partner. The were seeing patients for chiropractic and the 
physician was writing prescription for all patients to receive physical therapy in their 
office in which they were having therapy performed by "aides" under the physicians 
supervision. 

Please remove physical therapy from the in-office ancillary services exception. It will 
save the system money in getting good services to the people who need it and by saving 
investigation and prosecuting costs. 



Submitter : 

Organization : 

Category : Physician 

Issue Areas/Comments 

Date: 08/29/2007 

GENERAL 

GENERAL 

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

Dcar Ms. Nonvalk: 

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

Whcn thc RBRVS was instituted, it created a hugc payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
other physician services. Today, more than a dccade since the RBRVS took effect, Mcdicare payment for anesthesia services stands at just $1 6.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionatcly high Medicare populations. 

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

Thank you, 

Forrcst Quigglc. MD 
Dcpartmcnt of Anesthesiology 
University of Miami-Jackson Mcmorial Hospital 
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Submitter : Christopher Ritter 

Organization : Cal Poly State University 

Category : Other Health Care Professional 

Issue Areas/Comments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Date: 08/29/2007 

Dcar Sir or Madam: 

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

WhiIc I am conccmcd that thesc proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more conccmed 
that thcsc proposcd rulcs will crcatc additional lack of access to quality health eare 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 cxpcricnce, 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 thosc 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 
conccrned with the hcalth of Americans, especially those in rural areas, to further restrict their ability to reeeive 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. 

Since CMS seems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommcndations of thosc professionals that are being affected. 

Thank you for your time and consideration, 

Sinccrcly, 

Christopher M. Ritter, M.Ed., A.T.C. 
Assistant Athletic Trainer, Cal Poly University 
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Submitter : Mr. Jeffrey Job 

Organization : Regional Orthopaedic Associates 

Category : Physical Therapist 

Issue AreasIComments 

Date: 08/29/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

As a physical thcrapist working collaboratively with three orthopaedic surgeons in oflice, I appreciate the opportunity to review some of CMS' decision 
making proccsscs as it contcmplates changes to the "Stark" self-referral regulations. While CMS does not make specific proposals with regard to some of the 
sclf-rcfcrral provisions, I would like to submit comments and clarifications. 

Thc advantages of physican owned physical therapy practices to physicians, therapists and, most importantly, patients are obvious. These practices give patients 
morc placcs to choosc from to get physical therapy services. In some cases, it may also be more convenient for patients to obtain therapy at their physicians' 
officcs. In addition, some paticnts may feel more comfortable knowing that their therapists and physicians are working together at the same location. 

CMS rcfcrs to "letters from therapists that the in-office ancillary services exception encourages physicians to created therapy practices." CMS does not elaborate 
any furthcr on thc propriety or harm of this activity. I strongly challenge some of the characterizations articulated in this section of the proposed rule and requcst 
that thc CMS claboratc on its conccms in this area, acknowledging that the number of letters received on a subject is not always indicative of the gravity of the 
issuc or nccd for corrcction. And also request that the CMS engage in discussions with stakeholders on this issue given the obvious importance of physican and 
thcrapist expcrtise, patient nccds, clinical quality, and the appropriate use of Medicare resources in the area of physical therapy. 

Sinccrcly. 
Jcffrcy J. Job, M.S., P.T. 
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Submitter : Dr. Brian Ribak 

Organization : Dr. Brian Ribak 

Category : Physician 

Date: 08/29/2007 

Issue Areas/Comments 

GENERAL 

GENERAL 

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

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

Dcar Ms. Norwalk: 

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

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

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

To cnsurc that our paticnts have access to expcrt anesthesiology medical carc, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immcdiatcly implementing thc ancsthcsia conversion factor increasc as rccommended by the RUC. 

Thank you for your considcration of this serious matter 

Brian Ribak. M.D. 
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Submitter : Ms. Sara Maupin 

Organization : Ms. Sara Maupin 

Category : Individual 

Issue Areas/Comments 

Date: 08/29/2007 

Payment For Procedures And 
Services Provided In ASCs 

Payment For  Procedures And Services Provided In ASCs  

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

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

Dcar Ms. Nonvalk: 

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

When the RBRVS was institutcd, it crcated a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work comparcd to 
othcr physician services. Today, more than a dccade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.1 9 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with 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 
undervaluat~on a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthesia scrviccs. I am plcased that the Agency acceptcd this recommendation in its proposed rule, and 1 support full implementation of the 
RUC s recommendation. 

To ensurc that our paticnts havc access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in thc Federal Rcgisrer 
by fully and immcdiatcly implementing thc anesthesia conversion factor increase as recornmendcd by the RUC. 

Thank you for your considcration of this serious matter. 

Sinccrcly. 

Sara Maupin 
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Submitter : Ms. Renee Scroggins 

Organization : Institute for Athletic Medicine 

Category : Other Practitioner 

Issue Areas/Commenb 

Date: 08/29/2007 

GENERAL 

GENERAL 

I am writing to opposc thc changes to the therapy standards and requirements proposed in 1385-P. They will further tax a health care industry that is already 
cxpcriencing a workforce shortage. Certified Athletic Trainers are qualified health care providers who have the educational and real world experience as well as 
nationally standardized testing to ensure we are qualified. 

Thank you. Renee Scroggins 
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Submitter : 

Organization : Institute for Athletic Medicine 

Category : Other Health Care Professional 

Issue AreaslComments 

Date: 08/29/2007 

GENERAL 

GENERAL 

Dcar Sir or Madam: 

1 am a ccrtificd athletic trainer working in a clinical setting and providc athletic training scrvices to a local high school. I havc my bachelor's of science degree in 
athletic training and passcd the Board of Certification exam in 2005. I work closely with physical therapists, who feel I am capable to see medicareimedicaid 
paticnts, and also scc mc as a an extension of themselvcs. 

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

Whilc I am conccmcd that thcsc proposed changes to the hospital Conditions of Participation have not received thc proper and usual vetting, I am more concemed 
that thcsc 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 expcriencc, and national ccrtification exam ensure that my patients reccive 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. 

Thc 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 other rehabilitation facilities are pertinent in ensuring paticnts receive the best, most cost-effective treatment available. 

Since CMS secms to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider thc 
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 
thc proposed changes rclated to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sincerely, 

Emily Haywood. ATC 

Page. 1983 of 2934 August 30 2007 08:35 AM 



Submitter : Dr. Chad Larsen 

Organization : Private Practice Chiropractor 

Category : Chiropractor 

Date: 0812912007 

Issue Areas/Comments 

Medicare Economic Index (MEI) 

Medicare Economic Index (MEI) 

Plcasc rcconsidcr this changc of x-ray bcncfits. This will end up costing medicare patients more money. I have long appreciated the fact that they can havc a 
medical x-ray exam without an additional office visit expense. The existing policy has been working well and a change will not produce any improvements in 
benefits, but it will increase costs to those who can least afford it. 

Please reconsider this change. 

Thank You, 

M. Chad Larscn, D.C 
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Submitter : Dr. Laura Foster 

Organization : Dr. Laura Foster 

Category : Physician 

Issue AreaslComments 

Date: 08/29/2007 

GENERAL 

GENERAL 

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

Rc: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Ycar Rcvicw) 

Dcar Ms. Norwalk: 

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

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

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

Thank you for your considcration of this serious matter. 
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Organization : Carroll Hospital Center 
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GENERAL 
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Kerry Weems 
Administrator Nominee 
Centers for Medicare & Medicaid Services 
Depaament of Health and Human Services 
Attention: CMS-1385-P 
Hubea H. Humphrey Building, Room 445-G 
200 Independence Avenue, SW 
Washington, DC 20201 

Re: 

Dear Mr. Weems: 

I would like to thank you for the opportunity to comment on the Proposed Rule CMS- 
1385-P, "Revisions to Payment Policies under the Physician Fee Schedule, and Other 
Paa B Payment Policies for CY 2008" (the "Proposed Rule") published in the Federal 
Register on July 12, 2007 As requested, I have limited my comments to the issue 
identifiers in the Proposed Rule. 

There are approximately 7,000 physicians practicing interventional pain management in 
the United States I am included in this statistic. As you may know physician offices, 
along with hospital outpatient depaaments and ambulatory surgery centers are important 
sites of service for the delivery of interventional pain services. 

I appreciated that effective January 1, 2007, CMS assigned interventional pain and pain 
management specialties to the "all physicians" crosswalk. This, however, did not relieve 
the continued underpayment of interventional pain services and the payment shortfall 
continues to escalate. After having experienced a severe cut in payment for our services in 
2007, interventional pain physicians are facing additional proposed cuts in payment; cuts as 
much as 7.8% to 19.8% in 2008 alone. This will have a devastating effect on my and all 
physicians' ability to provide interventional pain services to Medicare beneficiaries. I am 
deeply concerned that the continued underpayment of interventional pain services will 
discourage physicians from treating Medicare beneficiaries unless they are adequately paid 
for their practice expenses. I urge CMS to take action to address this continued 
underpayment to preserve Medicare beneficiaries' access. 

The current practice expense methodology does not accurately take into account the 
practice expenses associated with providing interventional pain services. I recommend that 
CMS modify its practice expense methodology to appropriately recognize the practice 
expenses of all physicians who provide interventional pain services. Specifically, CMS 
should treat anesthesiologists who list interventional pain or pain management as their 
secondary Medicare specialty designation, along with the physicians that list interventional 
pain or pain management as their primary Medicare specialty designation, as 
"interventional pain physicians" for purposes of Medicare rate-setting. This modification is 
essential to ensure that interventional pain physicians are appropriately reimbursed for the 
practice expenses they incur. 

RESOURCE-BASED PE RVUS 



I. CMS should treat anesthesiologists who have listed interventional pain or 
pain management as their secondary specialty designation on their 
Medicare enrollment forms as interventional pain physicians for purposes 
of Medicare rate-setting. 

Effective January 1, 2007, interventional pain physicians (09) and pain management 
physicians (72) are cross-walked to "all physicians" for practice expenses. This cross- 
walk more appropriately reflects the indirect practice expenses incurred by interventional 
physicians who are office-based physicians. The positive affect of this cross-walk was 
not realized because many interventional pain physicians report anesthesiology as their 
Medicare primary specialty and low utilization rates attributable to the interventional pain 
and pain management physician specialties. 

The practice expense methodology calculates an allocable portion of indirect practice 
expenses for interventional pain procedures based on the weighted averages of the 
specialties that furnish these services. This methodology, however, undervalues 
interventional pain services because the Medicare specialty designation for many of the 
physicians providing interventional pain services is anesthesiology. Interventional pain is 
an inter-disciplinary practice that draws on various medical specialties of anesthesiology, 
neurology, medicine & rehabilitation, and psychiatry to diagnose and manage acute and 
chronic pain. Many interventional pain physicians received their medical training as 
anesthesiologists and, accordingly, clinically view themselves as anesthesiologists. 
While this may be appropriate from a clinically training perspective, their Medicare 
designation does not accurately reflect their actual physician practice and associated costs 
and expenses of providing interventional pain services. 

This disconnect between the Medicare specialty and their practice expenses is made 
worse by the fact that anesthesiologists have the lowest practice expense of any specialty. 
Most anesthesiologists are hospital based and do not generally maintain an office for the 
purposes of rendering patient care. Interventional pain physicians are office based 
physicians who not only furnish evaluation and management (EM) services but also 
perform a wide variety of interventional procedures such as nerve blocks, epidurals, 
intradiscal therapies, implant stimulators and infusion pumps, and therefore have practice 
expenses that are similar to other physicians who perform both E M  services and surgical 
procedures in their offices. 

Furthermore, the utilization rates for interventional pain and pain management specialties 
are so low that they are excluded from Medicare rate-setting or have very minimal affect 
compared to the high utilization rates of anesthesiologists. CMS utilization files for 
calendar year 2007 overwhelming report anesthesiologists compared to interventional 
pain physicians and pain management physicians as being the primary specialty 
performing interventional pain procedures. The following table illustrates that 
anesthesiologists are reported as the primary specialty providing interventional pain 
services compared to interventional pain physicians 

Interventional Pain 
Management Physicians 

CPT Code Anesthesiologists - 
05 



The high utilization rates of anesthesiologists (and their extremely low practice expenses) 
drive the payment rate for the interventional pain procedures, which does not accurately 
reflect the resource utilization associated with these services. This results in payment 
rates that are contrary to the intent of the Medicare system-physician payment reflects 
resources used in furnishing items and services to Medicare beneficiaries. 

64483 (Inj foramen epidural 11s) 
64520 (N block, lumbarlthoracic) 
64479 (Inj foramen epidural clt) 
623 1 1 (Inject spine 11s (cd)) 

I urge CMS to make a modification to its practice expense methodology as it pertains to 
interventional pain services such that its methodology treats physicians who list 
anesthesiology as their primary specialty and list interventional pain as their secondary 
specialty designation as interventional pain physicians for rate-setting. This pool of 
physicians should be cross-walked to "all physicians" for practice expenses. This will 
result in a payment for interventional pain services that is more aligned with the resources 
and costs expended to provide these services to a complex patient population. 

I urge CMS not to delay implementing our proposed recommendation to see if the 
updated practice expenses information from the Physician Practice Information Survey 
("Physician Practice Survey") will alleviate the payment disparity. While I believe the 
Physician Practice Survey is critical to ensuring that physician services are appropriately 
paid, I do not believe that updated practice expense data will completely resolve the 
cumnt underpayment for interventional pain services. The accurate practice expense 
information for interventional pain physicians will continue to be diluted by the high 
utilization rates and associated low practice expenses of anesthesiologists. 

(Non-Facility) 

59 % 
68 % 
58 % 
78 % 

11. CMS Should Develop a National Policy on Compounded Medications 
Used in Spinal Drug Delivery Systems 

- 09 
(Non-Facility) 

18% 
15 % 
21 % 
8% 

We urge CMS to take immediate steps to develop a national policy as we fear that many 
physicians who are facing financial hardship will stop accepting new Medicare 
beneficiaries who need complex, compounded medications to alleviate their acute and 
chronic pain. Compounded drugs used by interventional pain physicians are substantially 
different from compounded inhalation drugs. Interventional pain physicians frequently 
use compounded medications to manage acute and chronic pain when a prescription for a 
customized compounded medication is required for a particular patient or when the 
prescription requires a medication in a form that is not commercially available. 
Physicians who use compounded medications order the medication from a compounding 
pharmacy. These medications typically require one or more drugs to be mixed or 
reconstituted by a compounding pharmacist outside of the physician office in 
concentrations that are not commercially available (e.g., concentrations that are higher 
than what is commercially available or multi-drug therapy that is not commercially 
available). 



The compounding pharmacy bills the physician a charge for the compounded fee and the 
physician is responsible for paying the pharmacy. The pharmacy charge includes the 
acquisition cost for the drug ingredients, compounding fees, and shipping and hand.ling 
costs for delivery to the physician office. A significant cost to the physician is the 
compounding fees, not the cost of drug ingredient. The pharmacy compounding fees 
cover re-packaging costs, overhead costs associated with compliance with stringent 
statutes and regulations, and wages and salaries for specially trained and licensed 
compounding pharmacists bourn by the compounding pharmacies. The physician 
administers the compounded medication to the patient during an office visit and seeks 
payment for the compounded medication from hisher carrier. In many instances, the 
payment does not even cover the total out of pocket expenses incurred by the physician 
(e.g., the pharmacy fee charged to the physician). 

There is no uniform national payment policy for compounded drugs. Rather, carriers 
have discretion on how to pay for compounded drugs. This has lead to a variety of 
payment methodologies and inconsistent payment for the same combination of 
medications administered in different states. A physician located in Texas who provides 
a compounded medication consisting of 20 mg of Morphine, 6 of mg Bupivacaine and 4 
of mg Baclofen may receive a payment of $200 while a physician located in Washington 
may be paid a fraction of that amount for the exact same compounded medication. In 
many instances, the payment to the physician fails to adequately cover the cost of the 
drug, such as the pharmacy compounded fees and shipping and handling. Furthermore, 
the claim submission and coding requirements vary significantly across the country and 
many physician experience long delays in payment. 

We urge CMS to adopt a national compounded drug policy for drugs used in spinal 
delivery systems by interventional pain physicians. Medicare has the authority to 
develop a separate payment methodology for compounded drugs. The Medicare 
Prescription Drug, Improvement and Modernization Act of 2003 (the "MMAn) mandated 
CMS to pay providers 106% of the manufacturer's Average Sales Price ("ASP") for 
those drugs that are separately payable under Part B. The language makes clear that this 
pricing methodology applies only to the sale prices of manufacturers. Pharmacies that 
compound drugs are not manufacturers, and Congress never contemplated the application 
of ASP to specific drug compounds created by pharmacies. Accordingly, CMS has the 
discretion to develop a national payment policy. 

We believe that an appropriate national payment policy must take into account all the 
pharmacy costs for which the physicians are charged: the cost of the drug ingredient, the 
compounding fee costs, and the shipping and handling costs. We stand ready to meet 
with CMS and its staff to discuss implementing a national payment policy. 

111. CMS Should Incorporate the Updated Practice Expenses Data from 
Physician Practice Survey in Future Rule-Making 

I commend CMS for working with the AMA, specialty societies, and other health care 
professional organizations on the development of the Physician Practice Survey. I believe 
that the survey data will be essential to ensuring that CMS has the most accurate and 
complete information upon which to base payment for interventional pain services. I urge 



CMS to take the appropriate steps and measures necessary to incorporate the updated 
practice expense data into its payment methodology as soon as it becomes available. 

IV CMS Should Work Collaboratively with Congress to Fix the SGR 
Formula so that Patient Access will be preserved. 

The sustainable growth rate ("SGR") formula is expected to cause a five percent cut in 
reimbursement for physician services effective January 1,2008. Providers simply cannot 
continue to bear these reductions when the cost of providing healthcare services 
continues to escalate well beyond current reimbursement rates. Continuing 
reimbursement cuts are projected to total 40% by 2015 even though practice expenses are 
likely to increase by more than 20% over the same period. The reimbursement rates have 
not kept up with the rising cost of healthcare because the SRG formula is tied to the gross 
domestic product that bears no relationship to the cost of providing healthcare services or 
patient health needs. 

Because of the flawed formula, physicians and other practitioners disproportionately bear 
the cost of providing health care to Medicare beneficiaries. Accordingly, many 
physicians face clear financial hardship and will have to make painful choices as to 
whether they should continue to practice medicine andlor care for Medicare beneficiaries. 

CMS should work collaboratively with Congress to create a formula that bases updates 
on the true cost of providing healthcare services to Medicare beneficiaries. 

Thank you for the opportunity to comment on the Proposed Rule. My fear is that unless 
CMS addresses the underpayment for interventional pain services today there is a risk that 
Medicare beneficiaries will be unfairly lose access to interventional pain physicians who 
have received the specialized training necessary to safely and effectively treat and manage 
their complex acute and chronic pain. We strongly recommend that CMS make an 
adjustment in its payment methodology so that physicians providing interventional pain 
services are appropriately and fairly paid for providing these services and in doing so 
preserve patient access. 

Sincerely, 

Hugo A. Torres, M.D. 
Advanced Pain Management Center 
Carroll Hospital Center 
29 1 Stoner Avenue 
Westminster, MD 21 157 



Submitter : Ms. Abby Maupin 

Organization : Ms. Abby Maupin 

Category : Individual 

Issue Areas/Comments 

Date: 08/29/2007 

Payment For Procedures And 
Services Provided In ASCs 

Payment For Procedures And Services Provided In ASCs 

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

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

Dcar Ms. Norwalk: 

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

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

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

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 immcdiatcly implcmcnting the ancsthesia conversion factor increase as recommcndcd by the RUC. 

Thank you for your consideration of this serious matter. 

Sinccrcly, 

Abby Maupin 
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Submitter : Dr. Russell L. Brock 

Organization : Dr. Russell L. Brock 

Category : Physician 

Issue Areas/Comments 

Date: 08/29/2007 

GENERAL 

GENERAL 

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

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

Dcar Ms. Nonvalk: 

I am writing to cxprcss my shongcst support for the proposal to increase anesthesia paymcnts under thc 2008 Physician Fee Schedule. I am grateful that CMS has 
rccognizcd thc gross undcrvaluation of anesthesia scrviccs, and that the Agency is taking stcps to addrcss this complicated issue. 

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

In an effort to rcctify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of 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 havc acccss to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Registcr 
by fully and immcdiatcly implcrnenting the anesthesia convcrsion factor increase as recommended by thc RUC. 

Thank you for your considcration of this scrious mattcr. 

Sinccrcly, 

Russcll Brock MD, JD 
Richmond. VA 
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Submitter : Dr. Kevin Dennehy 

Organization : MGPO - Partners 

Category : Physician 

Issue AreaslComments 

Date: 08/29/2007 

GENERAL 

GENERAL 

Lcslic V. Nonvalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Mcdicaid Serviccs 
Attcntion: CMS- 1385-P 
P.O. Box 80 18 
Baltimore, MD 21 244-801 8 

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

Dear Ms. Nonvalk: 

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

Whcn thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician scrviccs. Today, more than a decade since the RBRVS took 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 Medicarc populations. 

In an cffort to rcctify this untenable situation, thc RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthcsia serviccs. 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 paticnts havc access to expert anesthcsiology mcdical 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 

Yours sinccrcly 
Dr. Kcvin Dcnnehy 
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Submitter : Mrs. Tyra Harrell Date: 08/29/2007 

Organization : Spring Branch Independent School District 

Category : Other Health Care Professional 

Issue Areas/Comments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dcar Sir or Madam: 

I am a liccnscd athletic trainer working in the secondary school setting, I am writing today to voice my opposition to the therapy standards and requirements in 
rcgards to thc staffing provisions for rehabilitation in hospitals and facilities proposed in 1385-P. 
While 1 am concerned that thesc proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, 1 am more concerned 
that thesc proposcd rules will create additional lack of access to quality health care for my patients. 
As an athlctic traincr, 1 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 reccive quality health care. State law and hospital medical professionals have deemed 
mc qualified to pcrform thcse services and these proposed regulations attempt to circumvent thosc standards. 
Thc lack of acccss and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
conccrncd with thc hcalth of Amcricans. cspecially thosc in rural arcas, to further restrict their ability to receive those services. The flcxiblc current standards of 
staffing in hospitals and othcr rchabilitation facilities arc pertinent in ensuring patients rcceive the best, most cost-cffective treatment available. 
Sincc CMS sccms to havc comc to thesc proposed changcs without clinical or financial justification, I would strongly encourage thc CMS to consider the 
rccommcndations of thosc professionals that are tasked with oversceing the day-to-day hcalth care needs of their patients. I respectfully request that you withdraw 
thc proposcd changcs rclatcd to hospitals, rural clinics, and any Mcdicare Part A or B hospital or rehabilitation facility. 

Sinccrcly, 

Tyra Harrell, LAT 
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Submitter : Dr. Beth Elliott 

Organization : Mayo Clinic 

Category : Physician 

Issue Areas/Comments 

Date: 08/29/2007 

GENERAL 

GENERAL 

Lcslic V. Nonvalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Medicaid Services 
Attcntion: CMS-1385-P 
P.O. Box 80 18 
Baltimore. MD 21 244-801 8 

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

Dcar Ms. Nonvalk: 

I am writing to support thc proposcd incrcase in anesthesia payments under thc 2008 Physician Fce Schedule. It is greatly appreciated that CMS has recognized 
thc gross undcrvaluation of anesthcsia services, and that the Agency is taking stcps to address this complicated issue. 

With thc adoption of RBRVS a significant undervaluation of anesthesia work compared to other physician services resulted. 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 cover the cost of caring for our nation s 
scniors, and is crcating an increasingly unsustainable system in which anesthesiologists are being forced away from areas with disproportionately high Medicare 
populations. This will ultimately result in substandard care for our elderly population. 

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

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

Thank you for your considcration of this serious matter. 

Beth A. Elliott, M.D. 
Rochester. MN 55902 
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Submitter : Dr. Paul Bicket 

Organization : Dr. Paul Bicket 

Date: 08/29/2007 

Category : Physician 

Issue Areas/Comments 

Payment For Procedures And 
Services Provided In ASCs 

Payment For Procedures And Services Provided In ASCs 

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

Re: CMS-1385-P 
Ancsthcsia 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. I am grateful that CMS has 
rccognized thc gross undcrvaluation 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 sinee the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
areas with disproportionately high Medicare populations. 

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

Thank you for your consideration of this serious matter. 

Paul Bickct 
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Submitter : Mr. Donald Brady 

Organization : Akron General Sports and PT 

Category : Comprehensive Outpatient Rehabilitation Facility 

Issue Areas/Comments 

Date: 08/29/2007 

GENERAL 

GENERAL 
Dcar Sir or Madam: 

My namc is Donald C. Brady. I am currcntly cmployed as a nationally ccrtificd and state liccnscd athletic traincr in thc state of Ohio. Currently I work in an 
outpaticnt physical thcrapy clinic. 

I am writing today to voicc my opposition to the thcrapy standards and rcquircmcnts in regards to thc staffing provis~ons for rchabilitation in hospitals and 
facilitics proposcd in 1385-P. 

Whilc 1 am conccrncd that thcsc proposcd changcs to thc hospital Conditions of Participation havc not receivcd thc proper and usual vetting, I am marc concerned 
that thcsc proposcd rulcs will crcatc additional lack of acccss to quality hcalth carc for my paticnts. 

As an athletic traincr, I am qualificd to p c r f o n  physical medicinc and rchabilitation scrviccs, which you know is not thc same as physical thcrapy. My education, 
clinical cxpcricncc, and national certification exam cnsurc that my patients rcceivc quality hcalth care. I encourage you to research the curriculum nccdcd to attain a 
dcgrcc. bccomc ccnificd,and bccomc licenscd in athlctic training. You will sce that it qualities us to practice and reimburse for our services in orthopaedic 
rchabilitation. Statc law and hospital medical professionals have deemcd mc qualified to p c r f o n  these services and thcsc proposed regulations attempt to 
circumvent thosc standards. 

Thc lack of acccss and workforcc shortage to fill thcrapy positions is widcly known throughout the industry It is irresponsible for CMS. which is supposed to be 
conccrncd with thc hcalth of Amcricans, especially thosc in rural arcas, to furthcr rcstrict thcir ability to reccive those services. The flcxiblc current standards of 
staffing in hospitals and othcr rchabilitation facilitics arc pcrtincnt in ensuring patients rcccivc the best, most cost-cffective treatment available. 

Sincc C'MS sccms to havc comc to thcsc proposcd changcs without clinical or financial justification, I would strongly cncourage thc CMS to considcr the 
rccomrncndations of thosc professionals that arc taskcd with oversccing the day-to-day hcalth care needs of their paticnts. I respcctFully request that you withdraw 
thc proposcd changcs rclatcd to hospitals, rural clinics, and any Medicarc Pan A or B hospital or rehabilitation facility. 

Sinccrcly, 

Donald C.Brady, A X I L  
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Centers for Medicare and Medicaid Services 
Department of Health and Human Services 
Attention: CMS-1385-P 
PO Box 801 8 
Baltimore, Maryland 21 244-801 8 

Re: "TECHNICAL CORRECTIONS" 

The proposed rule dated July 1 2 ~ ~  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 
MD or DO and used by a Doctor of Chiropractic to determine a s~~bluxation, be eliminated. 
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 an X-ray the cost to the 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 
mav choose to forao X-rays and thus needed treatment. If treatment is delayed illnesses that could be 
life threatening may not be discovered. Sirrrply put, it is the patient that will suffer as result of this 
proposal. 

I stronal~ urge vou to table this pro~osal. 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, 

Carl M. Brofman, D.C. 
1 101 West Bluff St. 
Woodville, TX 75979 



Submitter : Mrs. Colleen Bicket 

Organization : Mrs. Colleen Bicket 

Category : Individual 

Date: 08/29/2007 

Issue AreaslComments 

Payment For Procedures And 
Services Provided In ASCs 

Payment For Procedures And Services Provided In ASCs 

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

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

Dcar Ms. Norwalk: 

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

Whcn thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthcsia work compared to 
othcr physician services. Today. more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just S 16.19 pcr unit. This 
amount does not cover the cost of caring for our nation s senlors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with 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 1 support full implementation of the 
RlJC 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 Fcdcral Registcr 
by fully and immediately implementing the anesthcsia convcrsion factor inerease as recommended by the RUC. 

Thank you for your considerat~on of this serious mattcr 

Sinccrcly, 

Colleen Bickct 
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Submitter : Ms. Jonathan Friedman Date: 08/29/2007 
Organization : Long Branch Public Schools 

Category : Other Health Care Professional 

Issue AreasIComments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dcar Sir or Madam: 

My namc is Jonathan Fricdman, and 1 am a Certified Athletic Trainer and Nationally Registered Emergency Medical Technician. I hold a degree from a nationally 
accrcditcd unlvcrsity. As a Ccrtified Athlctic Trainer, I am licensed by the Statc of New Jersey, Depamncnt of Law and Public Safety - Board of Medical 
Examiners to provide athletic training services in this state. Only those licensed by the Board of Medical Examiners are allowed to provide services under the law. 
1 am furthcr regulated by thc Statc Department of Education az a Secondary School Athletic Trainer. As a Certified Athlctic Trainer, 1 am nationally credentialed 

by an indcpcndent board accredited by thc National Commission for Certifying Agencies. Part of this ongoing proccss requires mc to obtain 80 hours of medically 
rclcvant continuing education cvcry three years. Additionally, the U.S. Department of Heath and Human Services, Centers for Medicare and Medicaid Services has 
decmed it appropriatc to award mc with a National Provider Identification number as a covered health care provider under thc Health Insurance Portability and 
Accountability Act of 1996 (HIPAA). 

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

Whilc 1 am concerned that these proposed changcs to the hospital Conditions of Participation have not received the proper and usual vetting, 1 am more concerned 
that thcse proposed rulcs will crcatc additional lack of access to quality health care for all 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 care. State law and hospital medical professionals have decmed 
mc qualified to perform these services and these proposcd regulations attempt to circumvent those standards. 

Thc lack of access and workforce shortage to f i l l  therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
conccrncd with thc health of Americans, cspecially 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 paticnts receive the best, most cost-effective treatment available. 

Sincc CMS sccms to havc comc to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommcndat~ons of thosc professionals that are tasked with ovcrseeing the day-today health care needs of their patients. 1 respectfully rcquest that you withdraw 
thc proposcd changcs rclatcd to hospitals, rural clinics, and any Mcdicare Part A or B hospital or rehabilitation facility. 

Sinccrcly. 
Jonathan Fricdman. ATC, NREMT-B. 
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Submitter : Dr. John Gleason Date: 08/29/2007 

Organization : resurgens orthopedics 

Category : Physician 

Issue AresslComments 

Therapy Standards and 
Requirements 

Therapy Standards and Requirements 

As a group that provides PT as an inoffice service, 1 am constsantly reminded by my patients their satisfasctian with our product. Not only do we provide the 
HIGHEST quality PT service but have beaer outcome for our area. Patiens also like the conviencc of doing PT and seeing the doctor on the same day with out 
traveling. THe ban of in office PT as a self refera1 is a lose and hardship to the patient. 
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Submitter : Mr. Steven Ashby 

Organization : Cabarrus County Schools 

Category : Other Health Care Professional 

Issue AreaslComments 

Date: 08/29/2007 

TRHCA- Section 201: Therapy 
Caps 

TRHCA-- Section 201: Therapy Caps  

I am an athlctic traincr working in thc North Carolina Public School System. If you are unfamiliar with whom athletic Trainers are here is a brief description: 
Certified athletic trainers are health care professionals who specialize in preventing, recognizing, managing and rehabilitating injuries that result from physical 

activity. As part of a complete hcalth care team, the certified athletic trainer works under the direction of a licensed physician and in cooperation with other health 
carc profcssionals, athlctics administrators, coaches and parents. 

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

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

As an athlctic trainer, 1 am qualified to pcrform physical medicinc and rchabilitation services, which you know is not the same as physical thcrapy. My education, 
clinical cxpcricncc. and national certification exam ensure that my patients receive quality health care. State law and hospital medical profcssionals have deemed 
mc qualificd to pcrform thcsc serviccs and thcse proposed regulations attcmpt to circumvent those standards. 

Thc lack ofaccess and workforce shortagc to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
conccrncd with the hcalth of Americans, especially those in rural areas, to furthcr restrict their ability to receive those services. The flexiblc current standards of 
staffing in hospitals and other rchabilitation facilitics are pertinent in ensuring paticnts rcccive the best, most cost-effective treatment available. 

Since CMS secms to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommcndations of thosc profcssionals that are tasked with overseeing the day-to-day health care nceds of their patients. I respectfully request that you withdraw 
thc proposcd changcs rclatcd to hospitals, rural clinics, and any Mcdicare Pan A or B hospital or rchabilitation facility. 

Therapy Standards and 
Requirements 

Therapy Standards and Requirements 

I am an athlctic traincr working in the North Carolina Public School System. If you are unfam~liar with whom athletic Trainers are here is a brief description: 
Ccrtificd athlctic trainels are health care professionals who spccialize in preventing, recognizing, managing and rehabilitating injuries that result from physical 

activity. As part of a completc health carc team, the certified athlctic traincr works under the direction of a licensed physician and in cooperation with other health 
carc profcssionals, athletics administrators, coaches and parents. 

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

Whilc I am conccmcd that these proposcd changes to thc hospital Conditions of Participation have not reccived the proper and usual vetting, I am morc concemcd 
that thcsc proposcd mlcs will crcatc additional lack of access to quality health carc for my patients. 

As an athlctic traincr. I am qualificd to pcrform physical medicine and rehabilitation services, which you know is not the same as physlcal therapy. My education, 
clinical cxpericncc, and national certification cxam ensure that my patients receivc quality health care. State law and hospital medical professionals havc decmcd 
mc qualified to pcrform thcsc scrviccs and thcse proposcd regulations attempt to circumvent thosc standards. 

Thc lack of acccss and workforce shortagc to fill therapy positions is w~dely known throughout the industry. I t  is irresponsible for CMS, which is supposed to bc 
conccrncd with thc hcalth of Americans, especially those in rural areas, to further restrict their ability to receive those serviccs. The flexible current standards of 
staffing In hospitals and other rehabilitation facilities are pertinent in ensunng patients receibc thc best, most cost-effcetive treatment available. 

Sincc CMS sccms to havc come to these proposed changes without clinieal or ti nancial justification, I would strongly encourage the CMS to consider the 
rccommcndations of thosc profcssionals that are tasked with oversecing the day-to-day health care nceds of their patient% 1 respectfully request that you withdraw 
thc proposcd changcs rclatcd to hospitals, rural clinics, and any Medicare Pan A or B hospital or rehabilitation facility. 
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Submitter : Mr. Avery Ford Date: 08/29/2007 

Organization : Mr. Avery Ford 

Category : Individual 

Issue AreasIComments 

Payment For Procedures And 
Services Provided In ASCs 

Payment For  Procedures And Services Provided In ASCs  

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

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

Dcar Ms. Norwalk: 

I am writing to cxprcss my strongcst support for the proposal to incrcase anesthcsia paymcnts under the 2008 Physician Fee Schedule. I am gratcful that CMS has 
rccognizcd thc gross undcrvaluation of anesthcsia services, and that the Agency is taking steps to address this complicated issuc. 

Whcn thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation ofanesthesia work comparcd to 
othcr physician scrviccs. Today, morc than a decade since the RBRVS took effect, Medicare payment for anesthesiaservices stands at just $16.19 per unit. This 
amount does not cover the cost of carrng 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 serveas a major step fonvard in correcting thc long-standing 
undcwaluation of anesthesia scnices. I am pleased that thc Agency accepted this recommendation in its proposed rule, and I support full implementation of  the 
RUC s recommendation. 

To cnsurc that our paticnts havc access to expert anesthcsiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immediately implemcnting thc anesthesia conversion factor increase as recommended by thc RUC. 

Thank you for your consideration of this serious mattcr. 

Sinccrcly, 
Avcry Ford 
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Submitter : Mrs. Gabriela Geise 

Organization : American Medical Directors Association 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

Scc Attachrncnt 
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August 29,2007 

Herb Kuhn 
Acting Director 
Centers for Medicare and Medicaid Services 
Department of Health and Human Services 
Attention: CMS-1385-P 
Mail Stop C4-26-05 
7500 Secutiry Blvd. 
Baltimore, MD 2 1244- 1850 

Submitted electronically: http://~w~i.crns.hhs.gov/eRulemakin~ 

Subject: CMS-1385-P Medicare Program; Proposed Revisions to 
Payment Policies Under the Physician Fee Schedule for 
Calendar Year 2008 

Dear Mr. Kuhn, 

The American Medical Directors Association (AMDA) appreciates the 
opportunity to comment on the Centers for Medicare and Medicaid Services 
(CMS) Proposed Notice on the revisions to Medicare payment policies 
under the Physician Payment Schedule for calendar year 2008, published in 
the July 12, 2007 Federal Register. 

In May 2007, the RUC submitted recommendations for new physician work 
values for the Nursing Facility Care family of codes (99304-993 18) as part 
of the 2005 Five-Year Review. The proposed values were developed 
through the established multi-specialty RUC process and reflect the views of 
organized medicine. 

AMDA feels that the proposed values are consistent with the increased work 
associated with nursing facility care. We thank CMS for accepting the 
RUC's recommendations for the Nursing Facility Care (99304-993 18) 
family of codes. 

We commend CMS staff for their flexibility and assistance in 
accommodating the atypical time frame under which the codes were 
developed and reviewed by the RUC. 



Sincerely, 

Lorraine S. Tarnove 
Executive Director 
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Lcsl~c V. Norwalk. Esq. 
Acting Administrator 
Ccnters for Mcdicarc and Mcdicaid Services 
Attcntion: CMS-1385-P 
P.O. Box 801 8 
Baltimore, MD 21244-80 18 

Re: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Ycar Rcview) 

Dcar Ms. Norwalk: 

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

Whcn thc RBRVS was institutcd, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician 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 car~ngfor our natlon s senlors, and is creating an unsusta~nable system in which anesthesiologists are be~ng forced away from 
arcas with disproportionately high Medicare populations. 

In an cffort to rcctify 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 
undcrvaluation of ancsthesia services. I am pleased that the Agency accepted this recommendation in its proposed mle, and I support full implementation of the 
RUC s recommendation. 

To cnsurc that our paticnts havc acccss to expert anesthesiology mcdical care, it is imperative that CMS follow through with the proposal in thc Federal Rcgister 
by fully and irnrncdiately implementing the anesthesiaconversion factor increase as recommended by the RUC. 

Thank you for your considcration of this serious mattcr. 
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Herb Kuhn 
Acting Deputy Administrator 
Centers for Medicare & Medicaid Services 
Attention: CMS-1385-P 
P.O. Box 80 18 
Baltimore, MD 2 1244-80 18 

Re: Proposed Revisions to Payment Policies Under the Physician Fee Schedule, 
and other Part B Payment Policies for 2008 (CMS-1985-P) 

Dear Mr. Kuhn: 

These comments are submitted by the American Society of Clinical Oncology 
(ASCO) in response to the proposed changes to payment policies under the 
Medicare physician fee schedule and other Part B policies, which were published in 
the Federal Register on July 12, 2007. ASCO is the national organization 
representing physicians who specialize in the treatment of cancer, and we are very 
interested in issues raised by the proposal. 

PROPOSED REDUCTION IN THE CONVERSION FACTOR 

Unless Congress acts, the sustainable growth rate (SGR) methodology will result in 
an estimated 9.9% reduction in the fee schedule conversion factor in 2008. Further 
cuts of almost 40% are projected in the absence of a permanent fix to the Medicare 
payment formula for physicians. This reduction is entirely unwarranted in light of 
the increased practice costs faced by physicians and the small increases in recent 
years that have failed to keep up with inflation. CMS should take administrative 
steps that would lessen the reduction, such as removing drugs retroactively from the 
definition of physician services subject to the SGR methodology. We also urge 
CMS to work with Congress to avert scheduled cuts in 2008 and, in the longer term, 
repeal the SGR and replace it with a system that keeps pace with increases in 
medical practice costs. 

I PHYSICIAN QUALITY REPORTING INITIATIVE 

ASCO generally supports the proposed continuation of the PQRI program into 
2008. ASCO has actively participated in the AMA Physician Consortium for 
Performance Improvement process to develop new cancer-related quality measures 
that could be adopted in 2008 and with the goal of replacing 2007 PQRI measures 
71,72,73, and 74. 

Moving forward, we encourage CMS to continually reassess and evaluate 
methodologies to assess the quality of care provided to people with cancer. We 
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have been concerned during this initial year of PQRI that measure specifications and the 
implementation methodology may have an adverse affect on participation as well as the quality 
of data collected through the program. One of the challenges for oncology has been reconciling 
reporting requirements with the realities of clinical practice. For example, it is common for 
patients to visit the physician office for chemotherapy without having a physician evaluation and 
management encounter on the same day. However, several current cancer-related measures 
cannot be reported unless chemotherapy is administered on the same day as an evaluation and 
management visit. 

We also encourage CMS to explore alternative strategies for quality reporting under the value 
based purchasing program. For example, as part of the 2006 Oncology Demonstration Project, 
CMS collected data from oncologists on cancer disease status. As we have stated before, if 
reporting on disease status were continued in lieu of other PQRI reporting requirements, the 
Medicare program would have a rich repository of claims data that could be analyzed for specific 
cancer quality measures. ASCO remains interested in working with CMS to discuss the details of 
alternate methodologies. 

CMS has noted separately in the proposed rule that the recent law requiring reporting on anemia 
quality indicators will be implemented on January 1, 2008. The statute requires that "Each 
request for payment, or bill submitted, for a drug furnished to an individual for the treatment of 
anemia in connection with the treatment of cancer shall include.. .information on the hemoglobin 
or hematocrit levels for the individual." CMS states in the proposed rule its intent to use the 
anemia indicators to "facilitate assessment of the quality of care for this condition" and "help 
determine the prevalence of anemia associated with cancer therapy, the clinical and hematologic 
responses to the institution of anti-anemia therapy, and the outcomes associated with various 
doses of anti-anemia therapy." Given CMS' intent to use this requirement to evaluate quality, 
we would strongly urge that for those physicians who elect to participate in PQRI, reporting on 
anemia be considered equivalent to reporting on any other PQRI measure, and therefore tied to 
PQRI data reporting and bonus. While we understand that reporting on anemia is mandatory and 
participation in PQRI is voluntary, we believe that extending this opportunity is an important 
signal that CMS views anemia quality indicator reporting to be on par with the other measures. 
The implementation requirements for both types of measures could remain unchanged; that is, 
the anemia reporting occurring on every claim including a bill for the treatment of anemia and 
the PQRI measures reported for a minimum of 80% of applicable cases. ASCO would help 
educate our members accordingly. 

COMPENDIA FOR DETERMINING MEDICALLY ACCEPTED OFF-LABEL USES 

Section 186l(t)(2) of the Social Security Act (in conjunction with sections 1832 and 186l(s)(2)) 
requires Medicare to cover "medically accepted" uses of drugs and biologicals used in cancer 
cheinotherapy regimens if the uses are supported by citations that are included, or approved for 
inclusion, in specified compendia. The compendia specified in the statute are AMERICAN 
HOSPITAL FORMULARY SERVICE - DRUG INFORMATION, AMERICAN MEDICAL ASSOCIATION 
DRUG EVALUATIONS (which is no longer published), and UNITED STATES PHARMACOPOEIA - 
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DRUG INFORMATION. The statute provides that CMS "may revise the list of compendia . . . as is 
appropriate for identifying medically accepted indications for drugs." 

The Proposed Changes 

CMS has proposed to establish a process for adding or deleting compendia from the Iist of 
authoritative compendia. Under the proposal, CMS would annually issue a notice inviting 
requests to revise the list. The notice would establish a 30-day window for accepting requests, 
which would start 45 days (or later) after publication of the annual notice. Requests would be 
required to include a copy of the compendium at issue and would need to include detailed, 
specific documentation showing that the compendium does or does not meet CMS's standards 
for compendia. CMS would publish a list of the complete requests received, and the public 
would have 30 days to comment on them. CMS would reach a final decision within 120 days 
after the close of the comment period. CMS proposes to execute the various steps in the process 
through notices posted on its website, although other "reasonable means" could also be used. In 
addition to the annual notice, CMS would reserve the right to act on its own initiative at any 
time. 

The standards that CMS is proposing to apply in evaluating the compendia appear to fall into 
three categories. First, CMS is defining a compendium as having the following characteristics: 

It is a comprehensive listing of FDA-approved drugs and biologicals or a comprehensive 
listing of a specific subset of drugs and biologicals in a specialty compendium, such as a 
compendium of anticancer treatment. 

It includes a summary of the pharmacologic characteristics of each drug or biological and 
may include information on dosage, as well as recommended or endorsed uses in specific 
diseases. 

It is indexed by drug or biological (and not by disease). 

Second, CMS would "consider a compendium's attainment" of the "desirable characteristics" 
recommended by the Medicare Evidence Development and Coverage Advisory Committee 
(MedCAC) at its March 2006 meeting. As listed in the July 12 notice, the Committee identified 
the following desirable characteristics: 

Extensive breadth of listings. 

Quick throughput from application for inclusion to listing. 

Detailed description of the evidence reviewed for every individual listing. 

Use of pre-specified published criteria for weighing evidence. 

Use of prescribed published process for making recommendations. 

PublicIy transparent process for evaluating therapies. 

Explicit "Not recommended" listing when validated evidence is appropriate. 
- 3 -  
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Explicit listing and recommendations regarding therapies, including sequential use or in 
combination in relation to other therapies. 

Explicit "Equivocal" listing when validated evidence is equivocal. 

Process for public identification and notification of potential conflicts of interest of the 
compendia's parent and sibling organizations, reviewers, and committee members, with 
an established procedure to manage recognized conflicts. 

Third, CMS is proposing additional criteria: 

Unspecified "reasonable factors" such as, for example, factors "that are likely to impact 
the compendium's suitability for this use, such as a change in ownership or affiliation [,I 
the standards applicable to the evidence considered by the compendium, and any relevant 
conflicts of interest. We may also consider that broad accessibility by the general public 
to the information contained in the compendium may assist beneficiaries, their treating 
physicians or both in choosing among treatment options." 

The compendium's grading of evidence and the process by which the compendium 
grades the evidence. 

Comments on the Proposed Process 

We agree with CMS's conclusion that there should be a formal process to consider revisions to 
the list of authoritative compendia. We do not, however, support the proposed process as 
outlined in the July 12 Federal Register. 

Initially, we question the need for an annual process. The universe of compendia is small - only 
six compendia were identified for consideration by the MedCAC in 2006, and new compendia 
are rarely introduced. An annual process to consider and reconsider these same six compendia, 
and possibly one or two additional compendia in future years, seems highly disproportionate to 
the scope of the potential work involved. 

In addition, the informal process proposed by CMS would be inconsistent with statutory 
requirements. Section 1871 of the Social Security Act provides that any "rule, requirement, or 
statement of policy . . . that establishes or changes a substantive legal standard governing the 
scope of benefits" must be promulgated as a regulation after a 60-day period for public comment. 
The identity of the compendia deemed authoritative under section 1861 (t)(2) directly affects the 
drug uses covered under the Medicare Part B benefit, and therefore any changes in the list of 
authoritative compendia may be adopted only through the issuance of regulations after notice 
and opportunity for public comment. The proposed process of using notices posted on the CMS 
website and a 30-day public comment period does not conform to the requirements of section 
1871. 

ASCO suggests that CMS announce a procedure in which it is continually open to receiving 
requests to add or delete compendia from the list authorized by section 1861(t)(2). If a request is 
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supported by adequate information, CMS could propose a regulation for public comment in the 
same manner as for other changes in the regulations. 

Comments on the Proposed Criteria 

We have serious concerns about the criteria that CMS is proposing to use in deciding which 
compendia should be deemed authoritative. Our initial concern is that the proposal gives no 
indication as to how CMS will apply the criteria. The proposed factors do not appear to be 
definitive standards that must be met but instead are apparently only a list of characteristics that 
CMS will apply, or not apply, in particular cases in some unspecified manner. Any criteria used 
to evaluate compendia should be recast as specific standards that must be met or should 
otherwise provide clear rules defining what qualifies as an authoritative compendium. 
Moreover, we question the substance of the proposed criteria. The July 12 notice states that 
"MedCAC concluded that none of the compendia fully display the desirable characteristics." By 
proposing to adopt the MedCAC criteria, which the statutorily authorized compendia apparently 
do not meet, CMS seems to be preparing a case for revoking the authoritative status of the 
currently designated compendia. ASCO strongly opposes dismantling the coverage requirements 
set in statute, including invalidation of the originally named compendia. Instead, we believe that 
it would be more consistent with the statute to identify the characteristics of the compendia that 
Congress deemed satisfactory, and apply those criteria to other compendia that are not currently 
recognized. 

In addition, the proposed criteria are not closely tied to the statutory standard for revisions to the 
list. Section 1861(t)(2) permits CMS to revise the list "as is appropriate for identifying 
medically accepted indications for drugs." Under this statutory language, the test for a 
satisfactory compendium should be whether the compendium identifies the medically accepted 
uses of drugs with sufficient accuracy. By contrast, many of the proposed criteria, such as those 
requiring descriptions of the evidence, use of a published and transparent process, dealing with 
conflicts of evidence, and grading the evidence, do not directly bear on the statutory standard. 
ASCO recommends that CMS adopt the standard that a compendium should identify medically 
accepted uses of drugs with sufficient accuracy as the key determinant for authoritative status. 

The proposed criteria should also be consistent with the statutory standard for using the 
compendia to determine Medicare coverage. Section 186 1 (t)(2) requires Medicare coverage 
when the "use is supported by one or more citations" in the compendia. For a compendium to be 
useful for purposes of section 186 1 (t)(2), its format should make clear whether its citation does 
or does not support the particular use of the drug. In that connection, we note that the proposed 
criteria would consider whether the compendium grades the evidence used in making its 
recommendation. Although grades of evidence may be valuable from a medical standpoint, they 
are a confising factor in determining whether the compendium citation "supports" a particular 
drug use. To implement section 1862(t)(2), we believe that it would be desirable for a 
compendium to make clear whether it regards each drug use as medically accepted or not, thus 
avoiding the need for interpretation of its conclusions. 
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ASCO Recommendation 

Section 1861(t)(2) makes the compendia authoritative only with respect to drugs used in cancer 
chemotherapy regimens. Although Medicare .contractors are free to rely on the compendia in 
determining coverage for other types of drugs, we believe that CMS's focus on evaluating 
compendia should be on their statutory function, which relates to cancer treatment. 

As discussed above, the key determinant under the statute should be whether a compendium 
identifies the medically accepted uses of drugs used in cancer therapy with suficient accuracy. 
We suggest that, as a practical matter, the most efficient way to assess this characteristic is to 
seek the opinions of oncologists. A group of qualified oncologists could be added to the 
MedCAC for the purpose of evaluating a compendium and could recommend to CMS whether 
the compendium is sufficiently accurate in identifying medically accepted uses of drugs used 
cancer chemotherapy regimens. We encourage CMS to consult with ASCO in forming an expert 
panel for this purpose. 

United States Pharmacopoeia - Drug Information 

We understand that the publisher of UNITED STATES PHARMACOPOEIA - DRUG INFORMATION is 
no longer updating the compendium under that name and that the successor publication is called 
DRUGPOMTS. We urge CMS to advise its contractors that DRUGPOMTS is an authoritative 
compendium under section 1861 (t)(2) and to provide the contractors with any instructions 
necessary for the contractors to begin using the successor publication immediately. 

INTRAVENOUS IMMUNE GLOBULIN 

There is currently a payment amount based on 1.97 relative value units for pre-administration 
related services for intravenous infusion of IVIG. CMS is proposing to continue this payment 
amount through 2008. 

ASCO supports this proposal. There continue to be significant problems in obtaining lVlG for 
less than the Medicare payment amount, and this additional payment amount helps to mitigate 
the adverse financial impact that many physicians experience in obtaining IVIG for their 
patients. 

WAMP AND AMP THRESHOLD 

The statute authorizes CMS to establish a payment amount for a drug based on its widely 
available market price (WAMP) or average manufacturer price (AMP) if the ASP exceeds the 
WAMP or AMP by a specified threshold percentage. For 2005, the statute set the threshold at 
5%, and CMS has administratively continued the threshold at the same percentage in subsequent 
years. CMS is proposing to maintain the threshold at 5% in 2008 as well. 

ASCO supports continuing the threshold at 5%. The ASP-based payment system does not 
ensure that physicians are able to purchase drugs for less than the Medicare payment amount, 
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and in many cases they are not able to do so. The surveys of WAMP and the calculations of 
AMP should not be used to reduce the Medicare payment amounts. 

COMPETITIVE ACQUISITION PROGRAM 

There are serious problems with the competitive acquisition program (CAP) that make it 
unattractive to most physicians. While we recognize CMS' attempt in this proposal to improve 
aspects of the CAP, we believe that the CAP has hndamental defects that the proposals do not 
resolve. 

CMS is proposing to broaden the definition of "exigent circumstances" in which a physician can 
cancel the CAP election agreement before the end of the calendar year. Because of the problems 
posed by the CAP, which physicians may not recognize when they enroll in the program, ASCO 
supports these changes. 

The notice asks for comment on the current rule requiring drugs to be shipped to the site at which 
they are administered. As ASCO has previously commented, this restriction is an obstacle to 
CAP enrollment by oncologists who use satellite offices that are not continually staffed. 
Physicians who administer drugs are well-qualified to maintain their integrity when transporting 
them to an alternative site of administration, and there should be no restrictions on their doing so. 
We do not understand the basis for CMS's concerns that the CAP vendor needs to maintain 
control over the drugs and that this control is somehow jeopardized if a physician transports 
drugs from one practice site to another. Once the CAP vendor ships drugs, it is relying on the 
receiving physician to properly handle and account for them, and we do not see how the CAP 
vendor's interests are threatened if the physician is permitted to transport the drugs to another 
practice site. 

CMS also asks for comments on the current requirement that the physician enter the CAP'S 
prescription order number on the claim form that the physician submits to Medicare for the 
related drug administration services. CMS recognizes that this administrative requirement is 
burdensome and asks for comment on alternative mechanisms. We suggest that the Medicare 
contractors simply match claims from the CAP vendor to claims from physicians. Generally, it 
should be possible to match the claims successfully, and if there are substantial discrepancies, the 
contractor could make inquiries or conduct an audit. This change would eliminate a significant 
current administrative burden on physicians who participate in the CAP. 

REPORTING OF ANEMIA QUALITY INDICATORS 

The proposal implements the recent statutory amendment requiring that claims for drugs 
administered for the treatment of anemia in connection with the treatment of cancer must be 
accompanied by information on the patient's hemoglobin or hematocrit level. The proposed 
regulation provides that the claim must indicate the patient's "most recent" hemoglobin or 
hematocrit level. 
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ASCO supports the proposal to require the "most recent" hemoglobin or hematocrit level to be 
reported. This formulation makes clear that patients are not required to undergo a medically 
unnecessary blood test solely for the purpose of the Medicare claims process. 

Thank you for the opportunity to comment on the proposal. 

Sincerely, 

Joseph S. Bailes, MD 
Chair, Government Relations Council 
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Kerry N. Weems 
Administrator Designee 
Centers for Medicare & Medicaid Services 
Department of Health and Human Services 
Attention: CMS-1385-P 
P.O. Box 8018 
Baltimore, MD 21244-8018 

Re: Comments to Proposed Rule [File Code: CMS-1385-PI 

Dear Administrator Weems: 

Accuray Incorporated is a producer of image-guided robotic stereotactic radiosurgery (r-SRS) 
equipment used around the world to treat malignant and benign tumors and other select 
disorders with high dose, precisely targeted radiation. On behalf of Accuray, I thank you for the 
opportunity to comment on the Notice of Proposed Rulemaking regarding the Medicare 
Physician Fee Schedule for Calendar Year 2008 published in the Federal Register on July 12, 
2007 ("NPRM"). These comments focus on several of the significant proposed changes to the 
regulations promulgated under the Ethics in Patient Referrals Act (frequently referred to as the 
"Stark Law") - Section 1I.M. of the NPRM. 

I. Backnround 

For over 30 years, traditional radiosurgery systems have been used primarily to destroy brain 
tumors. Accuray developed the cyber~nife@ Robotic Radiosurgery System, which represents 
the next generation of radiosurgery systems, to extend the benefits of radiosurgery to the 
treatment of tumors anywhere in the body. The CyberKnife System combines continuous 
image-guidance technology with a compact linear accelerator that has the ability to move in 
three dimensions according to the treatment plan. Using this image-guidance technology and 
computer controlled robotic mobility, the CyberKnife System automatically tracks, detects and 
corrects for tumor and patient movement in real-time throughout the treatment. This enables the 
CyberKnife System to deliver precise, high-dose radiation, minimizing damage to surrounding 
healthy tissue and eliminating the need for invasive head or body stabilization frames. 

The CyberKnife procedure requires no anesthesia and allows for the treatment of patients that 
otherwise would not have been treated with radiation or who may not have been good 



candidates for surgery. The procedure avoids many of the potential risks and complications 
associated with other treatment options, including surgical risks. 

The CyberKnife System received U.S. Food and Drug Administration 510(k) clearance in July 
1999 to provide treatment planning and image-guided robotic radiosurgery for tumors in the 
head and neck. In August 2001, the CyberKnife System received 510(k) clearance to treat 
tumors anywhere in the body where radiation treatment is indicated. Unlike frame-based 
radiosurgery systems, which are generally limited to treating brain tumors, the CyberKnife 
System is being used for the treatment of primary and metastatic tumors outside the brain, 
including tumors on or near the spine and in the lung, liver, prostate and pancreas. Experience 
from 2001 to 2006 has demonstrated both safety and efficacy. Reports of clinical efficacy of 
CyberKnife treatment for intra- and extracranial tumors, and quality of life in patients so treated, 
have been published extensively in peer reviewed journals and presented at major medical 
conferences worldwide, such as ASTRO, ASCO, AANS, AATS, Chest, ESTRO, STS and the 
AUA. 

Healthcare providers choosing to utilize image-guided r-SRS include for-profit and not-for-profit 
hospitals, physician group practices, and small closely-held limited liability companies that often 
include physician members. These physician members are specialists trained in one of several 
medical specialty areas that treat cancer and who want CyberKnife treatments to be among the 
options available to treat their patients. The multi-disciplinary team involved in treating patients 
with the CyberKnife System generally includes neurosurgeons and/or other surgical specialists, 
radiation oncologists, medical physicists and radiation therapists, depending on needs of each 
individual patient. This technology requires a significant capital investment and treats, as 
compared with other technologies, a relatively small number of patients, considering many 
patients who are candidates for r-SRS are surgically or medically inoperable. 

II. Phvsician Self-Referral Provisions 

A perceived correlation between physicians' financial ties to the delivery of certain medical and 
health care services and measurable increases in utilization and price was the impetus for 
Congress to enact the Ethics in Patient Referrals Act eighteen years ago. Since that time, the 
Stark Law has been expanded to further restrict and/or eliminate certain physician business 
arrangements, often common in the industry, that Medicare has become increasingly convinced 
could be abusive to the Medicare program and beneficiaries. 

Physician investment in services for which they recommend also has benefits. Often physician- 
driven investments involve the acquisition and early adoption of the newest technology or the 
development of alternative, more efficient sites of services (i.e., establishment of ambulatory 
surgery centers). Thus, these arrangements contribute to quicker and broader access to state- 
of-the-art services than if the system relied solely on facilities, such as hospitals, that have 
competing interests for scarce funds. 

CMS has acknowledged this benefit to some extent in its ongoing attempts to carve out certain 
regulatory exceptions from the all-encompassing grasp of the Stark Law. But, the latest 
proposed changes to Stark Law seem to dismiss this balancing of the potential positives of 
physicians' financial relationships with entities that provide health care services they order 
without any definitive data cited in the preamble that these changes are necessary. Nor does 
the preamble contain any explicit discussion regarding the types of services about which CMS 
has the most concern. Rather, the proposed changes, if finalized, would institute sweeping 



prohibitions against arrangements that are perfectly legitimate under current regulation and in 
existence across the country. 

The ability for physicians to participate in many of these arrangements is a primary reason 
certain services are available in particular areas. Without the physician financial involvement 
these services may not have been available to Medicare beneficiaries. As such, we are very 
concerned about the potential unintended consequences these proposed changes to the Stark 
Law may have on patient access to important therapeutic treatments. This is particularly true 
for procedures like robotic stereotactic radiosurgery that require the use of expensive, complex 
technology that is used for a relatively small number of patients. 

A. Services Furnished as  "Under Arrangements" 

CMS proposes to expand the definition of an "entity" to include both the entity that performs a 
designated health service ("DHS") as well as the entity that bills Medicare for the DHS.' CMS 
explains that this proposal is intended to reduce the number of "under arrangement" ventures, 
e.g., where a physician-owned entity provides certain services that were previously provided by 
a hospital directly. According to CMS, the net effect of these arrangements is to allow 
physicians to make money on referrals for separately payable services that could continue to be 
furnished directly by the hospital. 

While CMS discusses anecdotal reports related to under arrangement ventures that presumably 
are abusive, there is no suggestion that these concerns are equally applicable to all types of 
services. Yet, the proposed change would eliminate completely this significant option utilized by 
hospitals, particularly those without significant financial resources, to bring certain services (like 
new technology) to their community. Before CMS implements any changes to the Stark 
regulations that will restrict or eliminate under arrangement ventures with entities that are owned 
in whole or in part by physician referral sources, it is imperative that CMS assess the potentially 
significant impact such a change will have on the quality and scope of care offered by many 
institutions. 

Most hospitals have a finite pool of dollars to spend on technology every fiscal year. Like any 
business, these purchasers must understand their potential return on investment before 
agreeing to any outlay for new capital equipment. The natural outcome of this process is that 
hospitals simply decide not to offer certain services. The losing technologies often are those 
with the highest price tag andlor the smallest financial return. This outcome may be offset by 
the seriousness of the medical condition that a technology is designed to treat or the political 
clout of the physician pushing the hospital to purchase certain equipment. Nevertheless, some 
technologies simply will not be made available to patients if the only option a hospital has is to 
purchase certain equipment. 

Under arrangement contracts, therefore, give hospitals an important means to offer treatment 
options, particularly those that are expensive and used for smaller patient populations, without 
tying up scarce capital dollars. Physician investment in technologies offered through under 
arrangement ventures is a vital source of funding to improve access to new services. Moreover, 
because physicians are more likely to invest in services they trust and believe will be beneficial 
in the management of their patients, there is an inherent bias for physicians to invest in 
technologies supported by solid clinical evidence. 

42 CFR $ 4 1 1.35 1 as proposed in the Proposed Rule. 



We believe such an all-encompassing change is a critical mistake, and should not be finalized. 
If, however, CMS feels that these under arrangements must be limited we urge the agency to 
provide some exceptions that would permit physician-investors in a DHS entity to refer patients 
to a hospital for medical care in certain situations. First, CMS should permit all arrangements 
existing at the time the proposed rule was published to stand without change, even if the 
agreement between the parties calls for annual renewal. There simply would be no way for 
some hospitals to fund the direct purchase of the technologies they currently offer through under 
arrangement deals. Consequently, the services related to these technologies would become 
extinct, and patients would be faced with a critical access problem. Moreover, parties to these 
lawful deals have invested significant resources into obtaining technology, negotiating 
relationships, and implementing the related services. It would be unfair to apply the changes 
retroactively. 

Second, CMS should craft an exception that does not prohibit physician referrals for under 
arrangement services at issue when the DHS involves a technology that requires a considerable 
capital investment and where the risk of over utilization is minimal because the number of 
patients to be treated with the technology is small (as compared, for example, to technology 
such as imaging equipment). The exception could be further narrowed by requiring the 
technology or service be used in the treatment of a serious or life-threatening illness or injury. 

B. Unit-of-service (Per-Click) Payments in Space and Equipment Leases 

CMS is proposing to prohibit unit-of-service (per click) payments to a physician-lessor for 
services provided by a designated health services ("DHS") entity lessee to patients who were 
referred by the physician ~essor.~ If finalized, the proposal would require that "per click" fees 
paid to the physician-lessor exclude amounts associated with the use of the equipment for 
patients referred by the physician. According to CMS, it is concerned that a physician-lessor 
has a financial incentive to refer a higher volume of patients to the lessee when the physician 
receives a per-click payment. 

The agency's proposal will affect all space and equipment leases where a physician lessor 
currently receives a "per click or "per use" rental payment from a DHS entity. We assume that a 
physician lessor could receive another type of payment for spacelequipment used in connection 
with patients that the physician refers, but we ask CMS to clarify this point. For example, we 
ask CMS to make clear that time-based rental payments, such as "block time" leases (e.g., 
$1,000 per month), would be acceptable. 

Accuray urges CMS to reconsider its decision to eliminate all unit of service based 
arrangements. As with "under arrangement" ventures, unit of service leases give hospitals and 
other entities, which might not otherwise have the financial resources to purchase equipment 
outright or lease it for extended periods, the opportunity to make technology dependent services 
available to the community. 

We find it difficult to comprehend that there is a systemic problem with physicians ordering 
unnecessary surgical procedures or invasive tests simply to generate lease fees. We have to 
believe that the vast majority of physicians take seriously their ethical responsibilities for 
patients and would not risk the possibility of ethics violations, malpractice claims or fraud 
allegations to garner a few extra dollars from a lease arrangement. Thus, so long as a per click 
lease fee is fair market value for the use of the equipment then we believe the potential benefits 

' 42 CFR $41  1.357(a)(5) and 41 1.357(b)(4) as proposed in the Proposed Rule. 



of assuring technology is available outweighs the concern that all physicians will act 
inappropriately. If there is a prevalence of over utilization in a particular area, such as 
diagnostic testing, then the changes should be aimed at addressing real rather than theoretical 
concerns. 

Consequently, we appeal to CMS to withdraw its proposal to eliminate per click fees. 

C. In-Office Ancillary Services Exception 

CMS requested input regarding whether the in-office ancillary services (IOAS) exception shodld 
be modified to limit the types of services that qualify for the exception or restrict the 
circumstances to which the exception would apply. While CMS has not put forth any particular 
proposed changes it appears from the preamble that CMS is in favor of narrowing the IOAS 
exception in order to limit physician ability to profit from referral for ancillary services that are not 
closely connected to the physicianlgroup. CMS also clearly suspects that the exception also 
has contributed to the (presumably undesirable) migration of sophisticated and expensive 
equipment to the physician office. 

While we can understand the agency's desire to ensure that IOAS offered to patients are 
services closely related to the physicians practice and expertise, there appears - either by 
design or unintended consequence - to be a common theme running through many of the Stark 
proposals that concerns us as a developer and manufacturer of state-of-the art technology. 
This theme is the discouragement of making health care services available in a variety of sites 
of service. Together the proposed changes eliminate most sound business opportunities that 
would make a physician's decision to invest in new technology a rational choice. Consequently, 
it leaves all patients, including Medicare beneficiaries, at the whim of hospitals and other third- 
party entities to invest in new technology. Such an outcome is inconsistent with the push to 
move care out into the community, to build efficiency in health care delivery through the 
development of large multi-specialty full-service groups, and to create a level playing field 
across sites of service. The Stark changes are antithetical to these goals rather than supportive 
of them. Therefore, we ask the agency to reconsider such broad sweeping prohibitions. 
Instead, we suggest a clearer articulation of the types of arrangements and services that lead 
CMS to believe these proposals are necessary, and changes made to the regulations to 
address these specific problem areas. 

Ill. Addendum B: 2008 Relative Value Units and Related Information Used in Determininq 
Medicare Pavments for 2008 

In the CY 2007 PFS final rule, CMS revised the status indicator of HCPCS Level I1 codes for 
image-guided robotic linear accelerator-based stereotactic radiosurgery (GO339 and G0340) to 
indicate that they would be carrier priced. We support CMS in maintaining these HCPCS codes 
with the current status indicator in CY 2008 so that Medicare beneficiaries may continue to have 
access to this treatment in the freestanding center setting, and providers may continue to bill for 
services using the most appropriate codes. 

IV. Conclusion 

We commend the agency's efforts to maintain the delicate balance between preserving trust 
funds and ensuring patient access to necessary medical care. We thank you for the opportunity 



to convey our support for the continued use of Carrier-priced level II HCPCS codes for image- 
guided robotic stereotactic radiosurgery. Furthermore, we appreciate the consideration of our 
comments and hope that you find value in the recommendations articulated herein. We ask 
CMS to reconsider the broad sweeping prohibitions proposed in the Medicare Physician Fee 
Schedule for CY 2008. Instead, there should be a clearer articulation of the types of 
arrangements and related services that are leading CMS to believe these proposals are 
necessary and design changes to the regulations to address these specific problem areas. 
Physician investment in technology is an important aspect to the deployment of state-of-the-art 
health care. The ability for physicians to participate in many of these arrangements is a primary 
reason certain services are available to patients in particular areas. Without the physician 
financial involvement these services may not have been available to Medicare beneficiaries. As 
such, we are very concerned about the potential unintended consequences these proposed 
changes to the Stark Law may have on patient access to important therapeutic treatment 
services. This is particularly true for procedures like robotic stereotactic radiosurgery that 
require the use of expensive, complex technology that is used for a relatively small number of 
patients. If we shut down all incentives for physicians to make these investments, we fear that 
our healthcare system will suffer immeasurably from decreased access and diminished quality 
of care. 

Sincerely, 

Wendy Wifler 
Sr. Director, Health Policy and Payment 
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GENERAL 

GENERAL 

Dear Ms. Norwalk: 

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

When thc RBRVS was instituted, it created a huge payment disparity for ancsthcsia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician scrviccs. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $1 6.19 per unit. This 
amount does not cover the cost of car~ng for our nation s seniors, and IS creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionately high Medicarc populations. 

In an cffort to rcctify this untcnable situation, thc RUC rccommendcd that CMS incrcase the anesthesia conversion factor to offset a calculatcd 32 percent work 
undervaluat~on a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthcsia scrviccs. I am plcased that the Agency accepted this rccornmendation in its proposed rule, and I support full implementation of the 
RUC s recommendation. 

To cnsurc that our paticnts havc access to expcrt anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immcdiatcly implemcnting the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your considcration of this serious matter. 
William Eickhoff 
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Date: 08/29/2007 

Payment For Procedures And 
Services Provided In ASCs 

Payment For Procedures And Services Provided In ASCs 

Leslic V. Norwalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicare and Mcdicaid 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 wr~ting to cxprcss my strongest support for the proposal to increase anesthesia paymcnts under the 2008 Physician Fee Schedule. I am grateful that CMS has 
rceognizcd thc gross undcrvaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue. 

Whcn the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician services. Today, more than a decadc since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.1 9 per unit. This 
amount does not cover the cosr of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproponionatcly high Mcdicare populations. 

In an cffort to rcctify this untenable situation,  the^^^^ 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 cxpert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Registcr 
by fully and immcdiatcly implcment~ng thc anesthesia convcrsion factor increase as recommended by the RUC. 

Thank you for your consideration of this scrious matter. 

Sincerely. 
Leigh Ann Smith 
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Physician Self-Referral Provisions 

Dcar Administrator, 
Thank-you for the opportunity to comment on the physician self-referral provision. As a long time practicing physical therapist 1 have seen payment policy shift 
rcfcrral pattcrns dramatically in physical therapy. Before it becamc highly touted and marketed for physicians to supplement their medical income by opening 
ancillary scrviccs, physical thcrapy was delivered by clinics/practices who achieved a desired outcomc, cost effectively. Patients were referred to clinics that could 
scc them in a timcly fashion, wcrc staffed by therapists that had obtained specialty certifications and produced succcssful outcomes. Once physicians became the 
owners of thcsc practices, patients were subjected to "waiting lists" to get into therapy and often drove many miles from their home or work to attend therapy at 
the physician s office rather than a closer facility. In our town, the experienced physical therapists with specialty certifications were not the preferred employees of 
thc physicians, rathcr inexpcrienccd new graduates who would work for lcss money and add to the profit margin of the physician owned practice were the 
cmployccs of choice. As a formcr practice owner in the markct placc, 1 found that very ironic as 1 previously had to staff with cxperienccd personnel to attract thc 
physician's busincss. Suddcnly cxpericnce and outcome did not mattcr. 
Thankfully. thc physical therapists in South Carolina werc able to revive a statutc that prohibited physical thcrapists from working in these abusive arrangements. 
Thc physicians howcvcr aggressivcly fought this statutc enforcement. The South Carolina Attorney General clarified that indecd physical thcrapists could not work 
in an employment sctting owned by physicians and that this resmction was not a restriction on the practice of medicine. The statue was upheld in circuit court and 
cvcntually in thc South Carolina Statc Suprcmc Court. Following their failure in the courts and with no options but to change the statue, physicians lobbied 
heavily in thc lcgislaturc to ovcrtum this statute the following ycar. Testimony from impacted patients, physical thcrapists that had suffered loss in the business 
arcna and facilitics that had bccomc the dumping grounds for the low pay or nonpaying physical therapy patients gavc thc SC Legislature a clear picture of 
physician intcnt, that of profit and greed. The SC Legislature upheld the prohibition of physical therapists working in an employment arrangement with a referring 
physician. Thc "warnings" to thc legislature of huge numbers of unemployed physical therapists and underserved patients did not come hue. In the two years since 
thc clarification of thc statutc, all physical therapists remain employed in a setting independent of the referral source and patients have had greater access to care, as 
thcy no longcr havc to wait or drive long distances to obtain care. 
Thc physical thcrapy care Mcdicare recipients receive in South Carolina is finally based on whether or not the physical therapists can deliver a good functional 
outcomc. No longcr arc paticnt. blindly and aggressivcly referred to physical therapy as arevenue saearn. By elim~nating physical therapy as a designated health 
scwicc (DHS) furnished undcr the in-office ancillary services exception, CMS will insure that ALL Medicarc patients can be mated with this same quality based 
outcomc cost cffcctivcly. 
Thank-you again for thc opportunity to commcnt 
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Submitter : Mr. Mack Rubley Date: 08/29/2007 

Organization : University of Nevada Las Vegas 

Category : Other Health Care Professional 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dcar Sir or Madam: 
I havc bccn in thc Athletic Training profession as aclinician and educator for 15 years. In that time I havc worked with a variety of physicians, therapists and 
surgeons in clinical and athletic settings. Since beginning my study of athletic training and medicine I have earned several certifications, a masters and doctoral 
dcgree. Currently. I scrve as thc director of an athletic training education program and I am a licensed athletic trainer in the state of Nevada. Nevada is primarily a 
rural arca and many of those in need of health care particularly in the school districts will first beevaluatcd by a Licensed and Certified Athletic Trainer. 
I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and 
facilitics proposed in 1385-P. 
Whilc I am concemcd that thesc proposed changes to the hospital Conditions of Participation have not receivcd the proper and usual vetting, I am morc concerned 
that thcse proposcd rules will create additional lack of access to quality health care for patients. 
As an athlctic traincr, I am qualified to perform physical mcdicineand rehabilitation services, which you know is not the same as physical thcrapy. My education, 
clinical cxpcricncc, and national certification exam ensure that my patients rcceive quality health care. State law and hospital medical professionals have deemed 
n ~ c  qualificd to pcrform thesc scrviccs and these proposed regulations attempt to circumvent those standards. 
Thc lack of acccss and workforcc shortage to f i l l  therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
conccmcd with thc hcalth of Amcricans, especially thosc in rural areas, to furthcr restrict their ability to rcccivc those services. Thc flexiblc current standards of 
staffing in hospitals and othcr rehabilitation facilitics are pertinent in ensuring patients receive the best, most cost-effective treatment available. 
Sincc CMS sccms to havc come to thcsc proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommcndations 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 proposcd changes rclated to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 
Sinccrcly, 
Mack D. Rublcy, PhD, LAT, ATC, CSCS 
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Date: 08/29/2007 

GENERAL 

GENERAL 

Dcar Ms. Nonvalk: 

I am writing to cxprcss my strongest support for the proposal to increase anesthesia payments under thc 2008 Physician Fee Schedule. I am grateful that CMS has 
rccognizcd thc gross undcrvaluation of ancsthesia 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 scrviccs. 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 canng for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionately high Medicare populations. 

In an cffort to rcctify this untenable situation, thc 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 ancsthcsia scrvices. I am pleased that the Agency accepted this recommendation in ~ t s  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 immcdiately implementing the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 
Amy Eickhoff 
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Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dear Sir or Madam: 

I am a certified Athletic Trainer with a Master's Degree in Athletic Training and a License to practice athletic training in the state of Indiana. I have worked at St. 
Francis Hospital's Department of Physical Therapy and Sports Medicine for 14 years, providing cost effective and high quality care to patients. 

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

Whilc I am conccmcd that thcsc proposcd changcs to the hospital Conditions of Participation have not rcccived the proper and usual vetting, I am more concemcd 
that thcsc proposcd rules will create additional lack of access to quality health care for my patients. 

As an athlctic traincr, 1 am qualified to perform physical medicine and rehabilitation scrviccs, which you know is not the same as physical therapy. My education, 
clinical cxpcricncc, and national ccrtification exam ensure that my patients receive quality health carc. State law and hospital medical professionals have deemed 
mc qualificd to pcrform thcsc scrviccs and these proposed regulations attempt to circumvent thosc standards. 

Thc lack of acccss and workforcc shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
conccmcd with thc hcalth of Americans. especially those in rural areas, to furthcr 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 sccms to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccornmcndations of  thosc professionals that are tasked with overseeing the day-to-day hcalth care needs of their patients. I respectfully request that you withdraw 
thc proposcd changcs rclatcd to hospitals, rural clinics, and any Medicare Part A or  B hospital or rehabilitation facility. 

Sinccrcly, 

Melanic Pcnnington, ATC, LAT 
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Organization : Mr. Christian Hakim 

Category : Other Health Care Professional 

Issue AreasIComments 

Date: 08/29/2007 

GENERAL 

GENERAL 

Athletic Trainers are qualified allied heath professionals that specialize in therapuetic exercise, modalities, and acutc/chronic care of inuries. Our professional does 
not differ from that of a physical therpaist. However, we are highly selective about who enters our program so our profession requires only a bachelor's degree and 
passing a national and statc licensurc. Athletic trainers have a better understanding of how to rehabilitate someone is less time, which helps insurance companies 
save moncy. This also hclps patients return to work faster so less time is spent away from work. 
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Organization : passavant area hospital 
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Issue AreasIComments 

GENERAL 

GENERAL 

August 20,2007 
Officc of thc Administrator 
Centcrs for Medicarc & Medicaid Services 
Dcpartmcnt of Hcalth and Human Services 
P.O. Box 80 18 RE: CMS 1385 P (BACKGROUND, IMPACT) 
Baltimore, MD 21244 801 8 ANESTHESIA SERVICES 

Dcar Administrator: 

As a mcmbcr 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 anesthesiaconversion factor (CF) by 15% in 2008 compared 
w~th  current levels (72 FR 381 22,7/12/2007) If adopted, CMS proposal would help to ensure that Certified Registered Nurse Anesthetists (CRNAs) as 
Mcdicarc Part B providers can continue to provide Medicare bencficiaries with access to anesthesia services. 

This incrcasc in Medicarc 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 
othcr hcalthcarc 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 ratcs, but reimburses for anesthesia services at approximately 40% of private 
markct 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, 
cffcclivc January 2007. Howcvcr, 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 sl~pped behind 
inflationary adjustmcne. 

Additionally, if CMS proposed change is not enacted and ~f Congress fails to reverse the 10% sustainable growth rate (SGR) cut to Medicare payment, an average 
12-unit ancsthesia scrvicc in 2008 will be rcimbursed at a rate a b u t  17% below 2006 payment levcls, and more than a third below 1992 payment Icvels (adjustcd 
for inflation). 

America s 36.000 CRNAs provide some 27 mlllion 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 hcalthcare 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 increasc the valuation of anesthesia work in a manncr that boosts Mcdicare anesthesia payment. 

Sinccrcly. 

- 
Name & Crcdcntial 
j u n c  hebcrling crna 
Addrcss 

202 cast lincoln 
E tv .  Statc ZIP 

Page 20 1 3  of 2934 August 30 2007 08:35 AM 
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Organization : Mr. Riki Smith 
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Date: 08/29/2007 

Payment For Procedures And 
Services Provided In ASCs 

Payment For Procedures And Services Provided In ASCs 

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

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

Dcar Ms. Nonvalk: 

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

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

In an effort to rectify this untenable situation, the RUC recommended that CMS increase thc anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4 00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of ancsthcsia scrviccs. I am plcased that the Agcncy accepted this recommendation in its proposed rule, and I support full implementation of thc 
RUC s recommendat~on. 

To cnsurc that our paticnts have acccss to cxpert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immcdlatcly impIcmcnting thc ancsthesia conversion factor increase as rccommended by the RUC. 

Thank you for your considcration of this scrious mattcr. 

Sinccrcly, 
Riki R. Smith 
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Submitter : Dr. Alan Espelien 

Organization : Dr. Alan Espelien 

Category : Physician 

Issue AreasIComments 

Date: 08/29/2007 

GENERAL 

GENERAL 

Dcar Ms. Nonvalk: 

I am writing to cxpress my strongest support for the proposal to increase ancsthesia payments under the 2008 Physician Fec Schedule. I am grateful that CMS has 
recognized 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 hugc payment disparity for ancsthesia care, mostly due to significant undcrvaluation of anesthesia work compared to 
other physician services. Today, more than a decadc since the RBRVS took effect, Medicare payment for anesthesia serviccs stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nations seniors, and is creating an unsustainable system in which anesthesiolog~sts are being forced away from 
arcas with disproportionatcly high Mcdicare populations. 

In an cffort to rcctify this untcnablc situation, the RUC rccommendcd 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 $3.00 per anesthes~a unit and serve as a major step forward in correcting the long-standlng 
undcrvaluation of ancsthcsia serviccs. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implemcntation of the 
RUC s recommendation 

To cnsure that our patients have access to expert anesthesioIogy medical caw, 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 recornmcnded by the RUC. 

Thank you for your considcration of this serious matter. 
Alan Espclicn 
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Submitter : Dr. Tim McComas 

Organization : Mesilla Valley Anesthesiology PC 

Category : Physician 

Issue Areas/Cornrnents 

GENERAL 

Date: 08/29/2007 

GENERAL 
Plcasc increasc payment to  anesthesia providers for Medicare in 2008. This would correct the undervaluation that has persisted for some time. Here in New 
Mexico, our largc Mcdicarc population makes it difticult to recruit and retain quality anesthesia providers. 
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Submitter : Ms. Lisa Wilder 

Organization : clarian arnett rehab 

Category : Other Health Care Provider 

Issue Areas/Comments 

Date: 08/29/2007 

Therapy Standards and 
Requirements 

Therapy Standards and Requirements 

Dear Sir or Madam: 

My name is Lisa Wilder and I have been an athletic trainer for 15 ycars. I have worked in the clinicall high school setting during that time. I have also been an off 
site ACI for the past 4 ycars with Purdue university AT students working again in the clinic and high school with them. At the clinic we work closely with our 
medical doctors In thc sports nicdicine program, if this bill goes though we will no longer have this program and the area high school athletes will suffer because 
of it. I graduatcd from southern lllionis univ in 1992 with a BS in atheletic training which required 1200 clinical hours to graduate. I feel that I have the 
knowlcdgc and ablity to scrvc thc patients and athleties that 1 deal with on a daily basis. 

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 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 creatc 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 cxpericncc. and nat~onal certification exam ensure that my patients receive quality health care. State law and hospital medical professionals havc dcemed 
mc qualificd to perform thcse scrviccs and these proposed regulations attempt to circumvent those standards. 

Thc lack of acccss and workforce shortage to fill thcrapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
conccrncd with the health of Americans, cspecially thosc in rural areas, to further restrict their ability to receive those services. The flexible currcnt standards of 
staffing in hospitals and othcr rchabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available. 

S~ncc  CMS sccms to havc comc to these proposed changes without clinical or financial justification. I would strongly encourage the CMS to consider the 
rccommcndations of thosc profcssionals that are raskcd with overseeing the day-to-day health carc needs of their patients. I respectfully requcst that you withdraw 
thc proposcd changcs rclatcd to hospitals, rural clinics, and any Medicare Part A or B hospital or rchabilitation facility. 

Sinccrcly, 

Lisa A Wildcr, ATC 
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Submitter : Dr. William Rice 

Organization : Dr. William Rice 

Category : Physician 

Issue Areas/Comments 

Date: 08/29/2007 

GENERAL 

GENERAL 

Dcar Ms. Nonvalk: 

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

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

In an cffon to rcctify this untcnablc situation, the RUC recommcnded that CMS incrcase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of ancsthcsia scrviccs. I am pleased that the Agcncy acccpted this recommendation in its proposed mlc, 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. 
Bill Ricc 
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Submitter : Mr. Robert Smith 

Organization : Mr. Robert Smith 

Category : Individual 

Issue Areas/Comments 

Date: 08/29/2007 

Payment For Procedures And 
Services Provided In ASCs 

Payment For Procedures And Services Provided In ASCs 

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

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

Dcar Ms. Nonvalk: 

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

Whcn the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just 5 16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionately high Medicare populations. 

In an cffort to rcctify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undrrvaluat~on a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
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 immcdiatcly implcmcnting the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 

Sincerely, 
Robcrt A. Smith 
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Submitter : Dr. Ann Borseth Date: 08/29/2007 

Organization : Ann R. Borseth, P.C. 

Category : Chiropractor 

Payment For Procedures And 
Services Provided In ASCs 

Payment For Procedures And Services Provided In ASCs 

The proposcd climination of payment of x-rays when rcferred by a Chiropractic physician is discrimanatory. It will diminish the quality of care some medicare 
paticnts receive. Although it is possible to detect subluxation without x-rays, there are at times complicating factors that determine the extent or type of care that 
is rcndercd. Changing this policy will cost beneficiaries and essentially CMS more money as the patient will nced to utilize 2 physicians for office calls when 1 
rcfcrring doctor should bc cnough. 
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Submitter : Dr. Kristie Fong 

Organization : Dr. Kristie Fong 

Category : Chiropractor 

Date: 08/29/2007 

Issue Areas/Comments 

Medicare Economic Index (MEI) 

Medicare Economic Index (MEI) 

Eliminating thc rcimburscment for patients having their x-rays taken by radiologists for chiropractic use would hurt patients and make it more difficult for some 
to afford and receivc thc care they need and deserve. 
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Submitter : Mr. Mert Eckes 

Organization : Mr. Mert Eckes 

Category : Physician Assistant 

Issue Areas/Comments 

Date: 08/29/2007 

GENERAL 

GENERAL 

Dear Ms. Norwalk: 

I am writing to express my strongest suppon for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
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 
othcr 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 
arcas with disproponionatcly high Mcdicare populations. 

In an cffort to rcctify this untcnable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 pcrcent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of anesthcsia scrviccs. 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 expen 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. 
Mcrt Eckcs 
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Submitter : Dr. Andrea Parde 

Organization : Lincoln Anesthesiology Group 

Category : Physician 

Issue AreasIComments 

Date: 08/29/2007 

GENERAL 

GENERAL 

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

Rc: CMS- 1385-P 

Ancsthcsia Coding (Pan of 5-Year Rcvicw) 

Dcar Ms. Norwalk: 

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

When the RJ3RVS 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 RJ3RVS 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 serviccs. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of thc 
RUC s recommendation 

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

Thank you for your considcration of this serious matter. 

Sinccrely. 

Andrca KZ Pardc, M.D. 
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Submitter : Lani Luers Date: 08/29/2007 

Organization : Bethune Cookman University 

Category : Other Health Care Professional 

Issue AreaslComments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dear Sir or Madam: 

Hcllo, my namc is Lani Luers. I'm an assistant athletic trainer at Bethune Cookman University. Along with being a certified and licenscd athletic trainer in the 
statc of Florida, I am also a certified strength and conditioning specialist. I work with the university's sports teams as a medical liason between the coaches, 
studcnt athlctc's and thc un~vcrsity. I graduated from Stctson University with a bachelor of science degrec in 2001. 

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

Whilc I am conccrncd that thesc proposcd changes to thc hospital Conditions of Participation have not rcceived the proper and usual vetting, I am more concerned 
that thcsc proposcd rulcs will crcatc additional lack ofacccss to quality health carc for my patients. 

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

Thc lack of acccss and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
conccrncd with thc health of Americans, especially those in rural arcas, 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 secms to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider thc 
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 
thc proposcd changcs rclatcd to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sinccrcly. 

Lani Lucrs. ATCIL, CSCS 
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Submitter : Lisa Neubert Date: 08/29/2007 

Organization : Minnesota State University Athletic Training 

Category : Academic 

Issue Areas/Comments 

GENERAL 

GENERAL 

Dcar Sir or Madam: 

My namc is Lisa Ncubcrt and I am a senior athlctic training student at Minnesota State University in Mankato, Mn. 

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 concemcd that thcsc proposcd changes to the hospital Conditions of Participation havc not received the proper and usual vetting, I am morc concerned 
that thcsc proposcd rulcs will crcatc additional lack of access to quality health care for my patients. 

As an athlctic traincr, I am qualificd to pcrform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education, 
clinical cxpcricncc, and national ccrtification exam cnsure that my patients receivc quality health carc. State law and hospital medical professionals have deemcd 
mc qualificd to pcrform thcsc services and thesc proposed regulations attempt to circumvent those standards. 

Thc lack of acccss and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
conccmed with thc hcalth of Americans, especially those in rural areas, to W e r  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 
recommendations of thosc professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respecfilly request that you withdraw 
the proposed changcs related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sinccrcly, 

Lisa Ncubcrt ATS 
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Submitter : Ms. Jane Partaine 

Organization : Ms. Jane Partaine 

Category : Individual 

Issue Areas/Comments 

Date: 08/29/2007 

Payment For Procedures And 
Services Provided I n  ASCs 

Payment For Procedures And Services Provided In ASCs 

Leslic V. Norwalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicare and Mcdicaid Services 
Attcntion: CMS-1385-P 
P.O. Box 8018 
Baltimore, MD 21244-801 8 

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

Dcar Ms. Norwalk: 

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

Whcn thc RBRVS was instituted, it crcated a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
other physician scrviccs. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 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 untcnable situation, the RUC recommended that CMS incrcase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthcsia scrviccs. I am plcascd 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 havc acccss to cxpcrt anesthesiology medical care, it is imperative that CMS follow through with thc proposal in the Fcderal Register 
by fully and immcdiatcly implcmcnting the anesthcsia conversion factor increase as recommended by the RUC. 

Thank you for your considcration of this serious mattcr. 

Sinccrcly, 
Janc Partainc 
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Submitter : Dr. Eric Finley 

Organization : Eric M. Finley, MD LLC 

Date: 08/29/2007 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

Thc Multiple Surgcry rcduction for Mohs' Micrographic Surgery will produce catastrophic results for Medicare patients if adoptcd. 1 am a Moh's Micrographic 
surgcon in Ncw Orlcans and currcntly Mcdicare reimbursement ratcs are below cost for thc treatment of thcse patients. Labor costs are high in this post Katrina 
city, rcagcnts arc incrcasing in price and the medical equipment used for Mohs Surgery is increasing in price as well. If reimbursement is unfairly reduced as 
currcntly proposcd. paticnts may bc unable to have their rcpairs on the same day as the removal of the tumor and they may be unable to have more than onc tumor 
rcmovcd on any givcn day. I havc cvcn heard somc of my colleagues discussing the feasibility of refusing to see Medicare paticnts altogether. I may ponder this 
option as wcll in thc futurc. lmaginc if you will, that your mother or grandmothcr had two skin cancers simultaneously, would you want her to havc to make two 
trips simply bccausc rcimburscmcnt had dropped? Would you want her to have to live with an open wound on her nose for 24 hours before her repair could bc 
accomplishcd? Thcsc arc thc typcs of markctplacc changes you will force if this proposal is adopted. Please reconsider your position and continue to kecp Mohs' 
Surgcry cxcmpt from thc multiplc surgcry rcduction rule. 
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Submitter : Mrs. Dawn Ciuk 

Organization : University of Michigan - MedSport 

Category : Other Health Care Professional 

Issue Areas/Comments 

Date: 08/29/2007 

GENERAL 

GENERAL 

Dcar Sir or Madam: 

My namc is Dawn Ciuk and I am a ccrtified athletic trainer. I currently work at MedSport, a sports medicine clinic that is a part of the University of Michigan 
Health Systcm. My job not only allows mc to work in the outreach setting, but in the clincal setting as well. Athletic Traiers are a vital part ofour clinic and 
hclp us to bc succcssful in our mission. 

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 proposcd in 1385-P. 

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

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

Thc lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to bc 
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 othcr rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available. 

Sincc CMS sccms to have come to these proposed changes without clinical or financial justification, I would strongly cncourage the CMS to consider the 
rccom~ncndations 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 proposcd changcs rclated to hospitals, rural clinics, and any Medicare Pan A or B hospital or rehabilitation facility. 

Sinccrcly, 

Dawn Ciuk, MS. ATC 
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Submitter : 

Organization : 
Date: 08/29/2007 

Category : Individual 

Issue Areas/Comments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Wc need to stop all fraud and abuse in healthcare and this is another example. The answer is obvious and should be that physical therapy services be excluded 
from the in-officc ancillary services exception! 
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Submitter : Mrs. Jane McGinnis Date: 08/29/2007 

Organization : Mrs. Jane McGinnis 

Category : Individual 

Issue AreaslComments 

Payment For Procedures And 
Services Provided In ASCs 

Payment For Procedures And Services Provided In ASCs 

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

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

Dear Ms. Norwalk: 

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

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

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

To ensurc that our paticnts havc access to expen anesthesiology mcdical care, it is imperative that CMS follow through with the proposal in thc Federal Rcgister 
by fully and immcdiatcly implementing the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 

Sincercly. 

Jane McGinnis 
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Submitter : Mr. Dean Cole 

Organization : Mr. Dean Cole 

Date: 08/29/2007 

Category : Individual 

Issue AreasIComments 

GENERAL 

GENERAL 

Dcar Ms. Nonvalk: 

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

Whcn thc RBRVS was institutcd, it created a huge payment disparity for anesthcsia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician scrviccs. 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 Mcdicarc populations. 

In an cffort to rcctify this untcnablc situation, thc RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 pcrcent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of 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 cnsure that our patients havc acccss to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immcdiatcly implementing the anesthesia conversion factor increase as recommended by thc RUC. 

Thank you for your consideration of this serious matter. 
Dcan Colc 
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Submitter : Ms. Carolyn Emmett Date: 08/29/2007 

Organization : Ms. Carolyn Emmett 

Category : Individual 

Issue AreaslComments 

Payment For Procedures And 
Services Provided I n  ASCs 

Payment For Procedures And Services Provided In ASCs 

Lcslic V. Norwalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Mcdicaid Scrviccs 
Attcntion: CMS- 1385-P 
P.O. Box 80 1 8 
Baltimore, MD 2 1244-801 8 

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

Dcar Ms. Norwalk: 

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

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

In an cffort to rcctify 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 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 havc 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. 

Sinccrcly, 
Carolyn Emmctt 
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Submitter : Dr. Ervin Malcheff 

Organization : MAC 

Category : Chiropractor 

Issue Areas/Comments 

Date: 08/29/2007 

TechnicaI Corrections 

Technical Corrections 

Chiropractic physicians need to refer patients to outside x-ray providers when M.R.I. and C.T. scans are indicakd.0therwise D.C.'s would have to refer the 
patients to an M.D. to send the patient for M.R.I. or C.T. which would add the cost of an unnecessary referal. 
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Submitter : Ms. Darlene Carter 

Organization : Ms. Darlene Carter 

Category : Individual 

Date: 08/29/2007 

Issue AreaslComments 

Payment For Procedures And 
Services Provided In ASCs 

Payment For Procedures And Services Provided In ASCs 

Lcslic V. Norwalk, Esq. 
Acting Administrator 
Centcrs for Mcdicarc and Mcdicaid Serviccs 
Attcntion: CMS-1385-P 
P.O. Box 8018 
Baltimore. MD 21 244-80 18 

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

Dear Ms. Nonvalk: 

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

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

Sinccrcly, 
Carolyn Emmctt 
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Submitter : Dr. David K. Emerson 

Organization : Anesthesia Associates of Ann Arbor 

Category : Physician 

Issue Areas/Comments 

Date: 08/29/2007 

GENERAL 

GENERAL 

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

Rc: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Ycar Review) 

Dcar Ms. '~onvalk:  

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

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

In an cffort to rcctify 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 
undcrvaluation of ancsthcsia scrviccs. 1 am pleascd that the Agency accepted this rccommendation in its proposcd mle, and I support full implementation ofthe 
RUC s recommendation. 

To cnsurc that our paticnts havc access to cxpert 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 increasc as recommended by the RUC. 

Thank you for your consideration of this serious matter. 

Sincerely, 
David K. Emcrson, M.D. 
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Submitter : Dr. William Johnson Date: 08/29/2007 

Organization : Reading Anesthesia Associates 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

Lcslic V. Norwalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Medica~d Services 
Attcntion: CMS- 1385-P 
P.O. Box 8018 
Baltimore. MD 2 1244-801 8 

Rc: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Ycar Rcview) 

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 
rccognizcd thc gross undervaluation of ancsthesia services, and that the Agency is taking steps to address this complicated issue. 

Whcn thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly duc to significant undervaluation of ancsthesia work compared to 
other physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproponionatcly 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 
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 cxpen anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immediately implcmcnting the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 
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Submitter : Mr.  Larry Carter 

Organization : M r .  Larry Carter 

Category : Individual 

Issue Areas/Comments 

Date: 08/29/2007 

Payment For Procedures And 
Services Provided I n  ASCs 

Payment For Procedures And Services Provided In ASCs 

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

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

Dcar Ms. Norwalk: 

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

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

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

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, 
Lany Cartcr 
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Submitter : Ms. Kelsey McGinnis 

Organization : Ms. Kelsey McGinnis 

Category : Individual 

Issue Areas/Comments 

Date: 08/29/2007 

Payment For Procedures And 
Services Provided In ASCs 

Payment For Procedures And Services Provided In ASCs 

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

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

Dcar Ms. Norwalk: 

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

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

In an effort to rectify this untcnablc situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly N.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of ancsthesia services. I am pleascd 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 FederaI 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 

Kclscy McGinnis. 
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Submitter : Mr. Larry Carter 

Organization : Mr. Larry Carter 

Category : individual 

Issue Areas/Comments 

Date: 08/29/2007 

Payment For Procedures And 
Services Provided In ASCs 

Payment For Procedures And Services Provided In ASCs  

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

Rc: CMS- 1385-P 
Ancsthcsia 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. I am grateful that CMS has 
rccognizcd thc gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue. 

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

In an cffort to rcctify this untcnablc situation, thc RUC rccommcnded that CMS increase the anesthcsia 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 
undcrvaluation of ancsthcsia scrviccs. I am plcascd that thc Agcncy accepted this recommcndation in its proposed ~ l c ,  and I support full implementation of the 
RUC s recommendation. 

To cnsurc that our paticnts havc acccss to cxpert anesthesiology mcdical care, it is imperativc that CMS follow through with the proposal in thc Federal Register 
by fully and immcdiatcly implcmcnting thc anesthcsia conversion factor increase as recommended by thc RUC. 

Thank you for your considcration of this serious matter. 

Sinccrcly, 

Frcd Cartcr 
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Submitter : Mrs. Angela Garcia 

Organization : ASA 

Category : Other Health Care Professional 

Issue AreasIComments 

Date: 08/29/2007 

GENERAL 

GENERAL 

Lcslic V. Norwalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicare and Medicaid Services 
Attcntion: CMS-1385-P 
P.O. Box 8018 
Baltimorc, MD 2 1244-801 8 

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

Dcar Ms. Norwalk: 

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

Whcn the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of 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 $1 6.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainablc 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 ancsthcsia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the 
RUC s recommendation. 

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

Thank you for your consideration of this serious matter. 

Angela Garcia 
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Submitter : Mr. Charles Carter 

Organization : Mr. Charles Carter 

Category : Individual 

Issue AreaslComments 

Date: 08/29/2007 

Payment For Procedures And 
Services Provided In ASCs 

Payment For Procedures And Services Provided In ASCs 

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

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

Dcar Ms. Nonvalk: 

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

Whcn thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician scrviccs. Today, more than a dccade since thc RBRVS took effect, Medicare payment for anesthesia services stands at just $1 6.1 9 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionatcly high Medicarc populations. 

In an effort to rcctify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward In correcting the long-standlng 
undcrvaluatjon of ancsthesia scrvices. I am pleascd 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 imrncdiately implementing the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 

Sinccrcly, 
Charlcs Carter 
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Submitter : Stuart Lane 

Organization : Greenville Anesthesiology 

Category : Physician 

lssue AreasIComments 

Date: 08/29/2007 

GENERAL 

GENERAL 

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

Rc: CMS- 1385-P 

Ancsthcsia Coding (Part of 5-Ycar Rcvicw) 

Dcar Ms. Norwalk: 

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

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

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

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 implcmcnting the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this scrious matter. 

Stuart Lane, M.D. 
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Submitter : Mr. Bob Orme 

Organization : Mr. Bob Orme 

Category : Individual 

Issue Areas/Comments 

Date: 08/29/2007 

Payment For Procedures And 
Services Provided In ASCs 

Payment For Procedures And Services Provided In ASCs 

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

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

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 
rccognizcd thc gross undcrvaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue. 

Whcn thc RBRVS was instituted, it created a hugc payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician scrviccs. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia 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 unsustainabIe system in which anesthesiologists are being forced away from 
arcas with disproponionatcly high Medicarc populations. 

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

To ensure that our patients have access to expen 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 thc RUC. 

Thank you for your consideration of this serious matter. 

Sinccrcly, 

Bob Ormc 
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Submitter : Date: 08/29/2007 

Organization : Jackson Purchase Medical Center 

Category : Other Health Care Professional 

Issue AreaslComments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dear Sir or Madam: 
I am a Ccrtificd Athletic Traincr (ATC) working in a hospital outpatient physical thcrapy clinic. 

I am writing today to voicc my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and 
facilities proposcd in 1385-P. 
Whilc I am conccrncd that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned 
that thcsc proposcd rulcs will crcatc additional lack of access to quality health care for my patients. 
As an athlctic traincr, I am qualificd to perform physical medicinc and rehabilitation services, which you know is not the same as physical therapy. My education, 
clinical cxpcricncc, and national certification exam ensure that my patients receivc quality health care. State law and hospital medical professionals have deemed 
mc qualificd to pcrform thcsc scrvices and these proposed regulations attcmpt to circumvent those standards. 
Thc 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 
conccmcd with thc hcalth of Americans, especially those in mral arcas, to further restrict thcir ability to receive those services. Thc 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 havc come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommcndations 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, mral clinics, and any Medicare Part A or B hospital or rehabilitation facility. 
Sincercly, 
Lance Harper, MESS, ATC 
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Submitter : Dr. Karrie Markland Date: 08/29/2007 

Organization : Markland Chiropractic 

Category : Chiropractor 

Issue Areas/Comments 

Technical Corrections 

Technical Corrections 

I am writing in to strongly opposc this proposal. 
Whilc subluxation docs not need to bc 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 required to help determine the need for further diagnostic testing, i.e. MRT 
or for a rcfcrral 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 
anothcr providcr (onhopcdist or rhcumatologist, etc.) for duplicative evaluation prior to rcfcrral 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 thc paticnt that will suffcr as rcsult of this proposal. 
1 strongly urgc you to tablc this proposal. These X-rays, if needed, are integral to the ovcrall treatment plan of Medicare patients and, again, it is ultimately thc 
paticnt that will suffcr should this proposal become standing regulation. 

Sinccrcly. 

Dr. Karric Markland, D.C. 
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Submitter : Dr. Mary Watkins Date: 08/29/2007 

Organization : Watkins Chiropractic 

Category : Physician 

Issue Areas/Comments 

Technical Corrections 

Technical Corrections 

ME1 - Filc Codc CMS-1385-P - Technical Corrections -The proposed rule dated July 12th contained an item under the Technical Corrections section calling 
for thc currcnt rcgulation that pcmits a beneficiary to bc reimbursed by Medicaree for an X-Ray taken by a non-heating provider and used by a Doctor of 
Chiropractic to dctcminc a subluxation, be eliminated. I AM WRITING IN STRONG OPPOSlTlON TO THIS PROPOSAL. 1 strongly urge you to balc this 
proposal. Thcsc X-rays, if necdcd, arc inhagral to the overall heatmcnt plan of Mcdicarc patients and, again, it is ultimately the patient that will suffer should 
this proposal bccomc standing rcgulation. While subluxation docs not nccd to bc detccted by an X-ray, in some cascs the patient clinically will require an X-ray 
to idcntify a subluxation or to rulc out any "rcd flags," or to also determine diagnosis and treatment options. X-rays may also be required to help determine the 
nccd for furthcr diagnostic tcsting, i.c. MRI or for a rcfcrral to thc appropriate specialist. 

I strong again urgc you to tablc this proposal. 
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Submitter : Dr. George Maihafer 

Organization : Virginia Board of Physical Therapy 

Category : Health Care Professional or Association 

Issue AreasIComments 

GENERAL 

GENERAL 

Sec Attachrncnt 

CMS-I 385-P-1 1246-Attach-I .DOC 

CMS-I 385-P-11246-Attach-2.DOC 

CMS-I 385-P-1 1246-Attach-3.DOC 

Date: 08/29/2007 
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# 1 1246 (attachment # 1) 

August 28,2007 

Administrator 
Centers for Medicare and Medicaid Services 
Department of Health and Human Services 
Attention: CMS-1385-P 
P.O. Box 80 18 
Baltimore, MD 2 1244- 1850 

Re: CMS-1385-P 
THERAPY STANDARDS AND REQUIREMENTS 

Dear Sir or Madam: 

The Virginia State Board of Physical Therapy submits the following comments on the proposed 
rules changing the definition of "physical therapist" in Section 484, Title 42 of the Code of 
Federal Regulations. The proposed rules are part of the 2008 Proposed Revisions to Payment 
Policies Under the Physician Fee Schedule and Other Part B Payment Policies for Calendar Year 
2008, found in Volume 72 of the Federal Register, published on July 12,2007. 

Under subsection (i)(B) and (ii)(B) of the proposed definition of "physical therapist" an applicant 
would need to have "[plassed the National Examination approved by the American Physical 
Therapy Association." We strongly suggest that CMS rely on state licensure and that the 
additional examination requirements contained in subsections (i)(B) and (ii)(B) of the definition 
of "physical therapist" be deleted from the final rule. At the very least, the Centers for Medicare 
and Medicaid Services ("CMS") should delay promulgation of the proposed rule until CMS has 
had an opportunity to understand the examination, credentialing, and licensing processes 
currently in place. 

We, along with all other state boards of physical therapy, have already adopted a national 
qualifying exam for physical therapists, the National Physical Therapy Examination ("NPTE"). 
The Federation of State Boards of Physical Therapy ("FSBPT") develops and administers the 
NPTE in close collaboration with the state boards. Working together, we have developed a 
national passing score. The FSBPT has done an outstanding job of meeting our needs. Likewise, 
the NPTE has been a valuable tool in screening physical therapist applicants. Through the NPTE, 
we have been able to successfully filter applicants. In turn, we, as a policing body, have been able 
to protect the public by ensuring that only qualified therapists are licensed care for our citizens. 

CMS should not usurp the states' function of licensing physical therapists and other professionals. 
Health care professional credentialing and licensing is a classically state function. Licensing and 
credentialing are the domain of the states. CMS' proposal would inappropriately transform a 
state function into a federal function. There is no justification for this action, and CMS should 
prevent it by removing the proposed rule. 

CMS respects states' rights and state licensure for other health care professions, and it should 
continue to do so with respect to physical therapists. For example, CMS' regulations define a 



physician as a "doctor of medicine . . . legally authorized to practice medicine and surgery by the 
State in which such function or action is performed." 42 C.F.R. § 484.4 (2006). Likewise, a 
registered nurse is defined as "[a] graduate of an approved school of professional nursing, who is 
licensed as a registered nurse by the State in which practicing." 42 C.F.R. § 484.4. Establishing 
requirements that are different than what the states require for licensing PTs would be 
inconsistent with not only the rights of the states, but also CMS' own standards. 

Moreover, the federal government should not impose an additional burden on the states, 
particularly since its stated desire for a national examination already satisfied and its other stated 
goals would not be better met by the burden it proposes to impose. The proposed unfunded 
mandate could result in the development of a second exam, which would create confusion and 
more work for the states, without benefit. Our resources are already limited and stretched. 

In the preamble to the proposed regulations, CMS says that it is seeking uniformity. The fact of 
the matter is that uniformity and consistency across the nation and across provider settings 
already exists. State licensing requirements apply to physical therapists without regard to where 
they practice. All states accept CAPTE accreditation. All states accept the NPTE and have 
adopted the same passing score. No federal regulation is required. 

In fact, the proposed regulations would likely defeat CMS' own goal of uniformity. If, for 
example, the APTA were to approve a different exam than the NPTE, which the regulations 
would permit it to do, physical therapists, patients, including Medicare and Medicaid 
beneficiaries and recipients, and others could face substantial confusion and interruption of 
service. As a state board of physical therapy examiners, we would continue to have authority to 
select an exam of our choice for licensing purposes. However, under the proposed rule, a 
physical therapist would have to pass a second exam approved by the APTA to qualify for 
Medicare reimbursement. Thus, patients might be forced to change physical therapists as they 
become Medicare or Medicaid eligible, and the current uniformity and continuity of standards 
across the country would be lost. Thus, the proposed rules undermine CMS' ambition for 
uniformity of standards. 

CMS and the federal government should not empower an advocacy group, like the APTA, to 
establish an examination or any qualifications for professionals to provide healthcare services to 
patients. The APTA's mission is to advocate and promote the profession. As a licensing body, 
our mission is to ensure that physical therapists are qualified to provide physical therapy services 
and are authorized to do the work for which they are trained. The FSBPT, the organization to 
which we look for the national licensing exam, was created to eliminate, protect against and 
prevent the inherent conflict of interest that the APTA would have if it were to have authority 
over the examination and credentialing processes. Even the APTA recognized this conflict of 
interest problem two decades ago when it created the Federation of State Boards of Physical 
Therapy. CMS must not allow this conflict of interest to become a rule. 

The Virginia State Board of Physical Therapy Examiners strongly urges CMS to require only 
state licensure. Most importantly, CMS should remove the additional examination requirements 
contained in subsections (i)(B) and (ii)(B) of the definition of "physical therapist." At a 
minimum, CMS should delay promulgation of the proposed rule until CMS has had an 
opportunity to understand the examination, credentialing, and licensing processes currently in 
place. 

We appreciate the opportunity to comment on the proposed rules regarding physical therapist and 
physical therapy assistant qualification requirements. 



Respectfully yours, 

George Maihafer, PT, President 
Virginia State Board of Physical Therapy 



Administrator 
Centers for Medicare and Medicaid Services 
Department of Health and Human Services 
Attention: CMS-1385-P 
P.O. Box 80 18 
Baltimore, MD 2 1244- 1 850 

Re: CMS- 1385-P 
THERAPY STANDARDS AND REQUIREMENTS 

Dear Sir or Madam: 

The Virginia State Board of Physical Therapy submits the following comments on the proposed 
rules changing the definition of "physical therapist" in Section 484, Title 42 of the Code of 
Federal Regulations. The proposed rules are part of the 2008 Proposed Revisions to Payment 
Policies Under the Physician Fee Schedule and Other Part B Payment Policies for Calendar Year 
2008, found in Volume 72 of the Federal Register, published on July 12, 2007. 

Under subsection (i)(B) and (ii)(B) of the proposed definition of "physical therapist" an applicant 
would need to have "[plassed the National Examination approved by the American Physical 
Therapy Association." We strongly suggest that CMS rely on state licensure and that the 
additional examination requirements contained in subsections (i)(B) and (ii)(B) of the definition 
of "physical therapist" be deleted from the final rule. At the very least, the Centers for Medicare 
and Medicaid Services ("CMS") should delay promulgation of the proposed rule until CMS has 
had an opportunity to understand the examination, credentialing, and licensing processes 
currently in place. 

We, along with all other state boards of physical therapy, have already adopted a national 
qualifying exam for physical therapists, the National Physical Therapy Examination ("NPTE"). 
The Federation of State Boards of Physical Therapy ("FSBPT") develops and administers the 
NPTE in close collaboration with the state boards. Working together, we have developed a 
national passing score. The FSBPT has done an outstanding job of meeting our needs. Likewise, 
the NPTE has been a valuable tool in screening physical therapist applicants. Through the NPTE, 
we have been able to successfully filter applicants. In turn, we, as a policing body, have been able 
to protect the public by ensuring that only qualified therapists are licensed care for our citizens. 

CMS should not usurp the states' function of licensing physical therapists and other professionals. 
Health care professional credentialing and licensing is a classically state function. Licensing and 
credentialing are the domain of the states. CMS' proposal would inappropriately transform a 
state function into a federal function. There is no justification for this action, and CMS should 
prevent it by removing the proposed rule. 

CMS respects states' rights and state licensure for other health care professions, and it should 
continue to do so with respect to physical therapists. For example, CMS' regulations define a 



physician as a "doctor of medicine . . . legally authorized to practice medicine and surgery by the 
State in which such function or action is performed." 42 C.F.R. 9 484.4 (2006). Likewise, a 
registered nurse is defined as "[a] graduate of an approved school of professional nursing, who is 
licensed as a registered nurse by the State in which practicing." 42 C.F.R. fj 484.4. Establishing 
requirements that are different than what the states require for licensing PTs would be 
inconsistent with not only the rights of the states, but also CMS' own standards. 

Moreover, the federal government should not impose an additional burden on the states, 
particularly since its stated desire for a national examination already satisfied and its other stated 
goals would not be better met by the burden it proposes to impose. The proposed unfunded 
mandate could result in the development of a second exam, which would create confusion and 
more work for the states, without benefit. Our resources are already limited and stretched. 

In the preamble to the proposed regulations, CMS says that it is seeking uniformity. The fact of 
the matter is that uniformity and consistency across the nation and across provider settings 
already exists. State licensing requirements, apply to physical therapists without regard to where 
they practice. All states accept CAPTE accreditation. A11 states accept the NPTE and have 
adopted the same passing score. No federal regulation is required. 

In fact, the proposed regulations would likely defeat CMS' own goal of uniformity. If, for 
example, the APTA were to approve a different exam than the NPTE, which the regulations 
would permit it to do, physical therapists, patients, including Medicare and Medicaid 
beneficiaries and recipients, and others could face substantial confusion and interruption of 
service. As a state board of physical therapy examiners, we would continue to have authority to 
select an exam of our choice for licensing purposes. However, under the proposed rule, a 
physical therapist would have to pass a second exam approved by the APTA to qualifj, for 
Medicare reimbursement. Thus, patients might be forced to change physical therapists as they 
become Medicare or Medicaid eligible, and the current uniformity and continuity of standards 
across the country would be lost. Thus, the proposed rules undermine CMS' ambition for 
uniformity of standards. 

CMS and the federal government should not empower an advocacy group, like the APTA, to 
establish an examination or any qualifications for professionals to provide healthcare services to 
patients. The APTA's mission is to advocate and promote the profession. As a licensing body, 
our mission is to ensure that physical therapists are qualified to provide physical therapy services 
and are authorized to do the work for which they are trained. The FSBPT, the organization to 
which we look for the national licensing exam, was created to eliminate, protect against and 
prevent the inherent conflict of interest that the APTA would have if it were to have authority 
over the examination and credentialing processes. Even the APTA recognized this conflict of 
interest problem two decades ago when it created the Federation of State Boards of Physical 
Therapy. CMS must not allow this conflict of interest to become a rule. 

The Virginia State Board of Physical Therapy Examiners strongly urges CMS to require only 
state licensure. Most importantly, CMS should remove the additional examination requirements 
contained in subsections (i)(B) and (ii)(B) of the definition of "physical therapist." At a 
minimum , CMS should delay promulgation of the proposed rule until CMS has had an 
opportunity to understand the examination, credentialing, and licensing processes currently in 
place. 

We appreciate the opportunity to comment on the proposed rules regarding physical therapist and 
physical therapy assistant qualification requirements. 



Respectfully yours, 

George Maihafer, PT, President 
Virginia State Board of Physical Therapy 



August 28,2007 

Administrator 
Centers for Medicare and Medicaid Services 
Department of Health and Human Services 
Attention: CMS- 1385-P 
P.O. Box 801 8 
Baltimore, MD 2 1244- 1850 

Re: CMS- 1385-P 
THERAPY STANDARDS AND REQUIREMENTS 

Dear Sir or Madam: 

The Virginia State Board of Physical Therapy submits the following comments on the proposed 
rules changing the definition of "physical therapist" in Section 484, Title 42 of the Code of 
Federal Regulations. The proposed rules are part of the 2008 Proposed Revisions to Payment 
Policies Under the Physician Fee Schedule and Other Part B Payment Policies for Calendar Year 
2008, found in Volume 72 of the Federal Register, published on July 12,2007. 

Under subsection (i)(B) and (ii)(B) of the proposed definition of "physical therapist" an applicant 
would need to have "[plassed the National Examination approved by the American Physical 
Therapy Association." We strongly suggest that CMS rely on state licensure and that the 
additional examination requirements contained in subsections (i)(B) and (iiXB) of the definition 
of "physical therapist" be deleted from the final rule. At the very least, the Centers for Medicare 
and Medicaid Services ("CMS') should delay promulgation of the proposed rule until CMS has 
had an opportunity to understand the examination, credentialing, and licensing processes 
currently in place. 

We, along with all other state boards of physical therapy, have already adopted a national 
qualifying exam for physical therapists, the National Physical Therapy Examination ("NPTE"). 
The Federation of State Boards of Physical Therapy ("FSBPT") develops and administers the 
NPTE in close collaboration with the state boards. Working together, we have developed a 
national passing score. The FSBPT has done an outstanding job of meeting our needs. Likewise, 
the NPTE has been a valuable tool in screening physical therapist applicants. Through the NPTE, 
we have been able to successfully filter applicants. In turn, we, as a policing body, have been able 
to protect the public by ensuring that only qualified therapists are licensed care for our citizens. 

CMS should not usurp the states' function of licensing physical therapists and other professionals. 
Health care professional credentialing and licensing is a classically state function. Licensing and 
credentialing are the domain of the states. CMS' proposal would inappropriately transform a 
state function into a federal function. There is no justification for this action, and CMS should 
prevent it by removing the proposed rule. 

CMS respects states' rights and state licensure for other health care professions, and it should 



continue to do so with respect to physical therapists. For example, CMS' regulations define a 
physician as a "doctor of medicine . . . legally authorized to practice medicine and surgery by the 
State in which such function or action is performed." 42 C.F.R. $484.4 (2006). Likewise, a 
registered nurse is defined as "[a] graduate of an approved school of professional nursing, who is 
licensed as a registered nurse by the State in which practicing." 42 C.F.R. $ 484.4. Establishing 
requirements that are different than what the states require for licensing PTs would be 
inconsistent with not only the rights of the states, but also CMS' own standards. 

Moreover, the federal government should not impose an additional burden on the states, 
particularly since its stated desire for a national examination already satisfied and its other stated 
goals would not be better met by the burden it proposes to impose. The proposed unfunded 
mandate could result in the development of a second exam, which would create confusion and 
more work for the states, without benefit. Our resources are already limited and stretched. 

In the preamble to the proposed regulations, CMS says that it is seeking uniformity. The fact of 
the matter is that uniformity and consistency across the nation and across provider settings 
already exists. State licensing requirements apply to physical therapists without regard to where 
they practice. All states accept CAPTE accreditation. All states accept the NPTE and have 
adopted the same passing score. No federal regulation is required. 

In fact, the proposed regulations would likely defeat CMS' own goal of uniformity. If, for 
example, the APTA were to approve a different exam than the NPTE, which the regulations 
would permit it to do, physical therapists, patients, including Medicare and Medicaid 
beneficiaries and recipients, and others could face substantial confusion and interruption of 
service. As a state board of physical therapy examiners, we would continue to have authority to 
select an exam of our choice for licensing purposes. However, under the proposed rule, a 
physical therapist would have to pass a second exam approved by the APTA to qualify for 
Medicare reimbursement. Thus, patients might be forced to change physical therapists as they 
become Medicare or Medicaid eligible, and the current uniformity and continuity of standards 
across the country would be lost. Thus, the proposed rules undermine CMS' ambition for 
uniformity of standards. 

CMS and the federal government should not empower an advocacy group, like the APTA, to 
establish an examination or any qualifications for professionals to provide healthcare services to 
patients. The APTA's mission is to advocate and promote the profession. As a licensing body, 
our mission is to ensure that physical therapists are qualified to provide physical therapy services 
and are authorized to do the work for which they are trained. The FSBPT, the organization to 
which we look for the national licensing exam, was created to eliminate, protect against and 
prevent the inherent conflict of interest that the APTA would have if it were to have authority 
over the examination and credentialing processes. Even the APTA recognized this conflict of 
interest problem two decades ago when it created the Federation of State Boards of Physical 
Therapy. CMS must not allow this conflict of interest to become a rule. 

The Virginia State Board of Physical Therapy Examiners strongly urges CMS to require only 
state licensure. Most importantly, CMS should remove the additional examination requirements 
contained in subsections (i)(B) and (ii)(B) of the definition of "physical therapist." At a 
minimum , CMS should delay promulgation of the proposed rule until CMS has had an 
opportunity to understand the examination, credentialing, and licensing processes currently in 
place. 

I We appreciate the opportunity to comment on the proposed rules regarding physical therapist and 



physical therapy assistant qualification requirements. 

Respectfully yours, 

George Maihafer, PT, President 
Virginia State Board o f  Physical Therapy 
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