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August 30, 2008

Herb Kuhn, Acting Deputy Administrator
Centers for Medicare & Medicaid Services
Department of Health & Human Services
Attn: CMS 1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Comments of CMS 2008 Proposals
Dear Mr. Kuhn:

CMS should work with Congress to fix the Sustainable Growth Rate to prevent the
upcoming 10% cut to physicians who provide services to Medicare beneficiaries. Drastic
cuts will total 40% over the next 8 years. Over the same period, the Medicare Economic
Index (MEI) will increase 20%. How long will physicians be forced to ask for a
legislative fix from Congress?

Although no specific proposals exist from CMS, any change to the Stark “in-office”
ancillary exception would unduly harm the ability of urologists to provide efficiencies
and needed services to patients. Services provided under the exception are important to
healthcare delivery. CMS should not further limit this already complex and burdensome
regulation.

Under the proposed rule regarding reassignment and diagnostic testing, the only technical
or professional services a medical group could mark up would be those by the group’s
full time employees. This would significantly hurt the ability of group practices with in-
office imaging equipment to utilize independent contractors and part-time employees to
perform professional services. We understand CMS desire to prevent “mark-ups” and
gaming the system but offices with in-office imaging equipment to utilize independent
and part-time employees to perform high-quality professional interpretation services.

Prohibition of “under arrangements” rule will prohibit the provision of that are provided
to a hospital through a joint venture in which you have an ownership interest, (such as
radiation therapy or lasers). This will be detrimental to patient care because of access to
these are expensive in our community and across the country. In addition, CMS has
taken efforts through a variety of different regulations through the years to eliminate
duplication of services. If CMS or Congress were to prevent or further limit the ability to
Joint venture with hospitals and other practices it may create an environment that would
induce physicians to provide more services in-house under the practice exclusion. Each
practice group will buy their own equipment or subject patients to return to the more
costly and efficient hospital providers.




We understand the important of striking a balance between fraud and abuse and
promoting efficiency and protecting patient access to care. As a urologist, these
regulations, if implemented would have a negative effect on innovation, efficiency and
patient access to care. Please consider suggested changes and withdraw these proposals.

CMS should not be considering making significant changes to Stark rules on an annual
basis or for inclusion in the Physician Fee Schedule. Too many financial and business
arrangements, legal contracts and services are involved to be altered on a yearly basis or
through a piecemeal approach.

In sum, the proposed rules create two levels of uncertainty: (1) significant lack of clarity
within the specific proposals themselves; and (2) general instability due to the prospect of

annual changes to Stark.

Thank you for your time and attention to this very important matter.

Sincerely,

Richard Deam, M.D. Ralyd DeVite, M.D.
Richard Dean, M.D. Ralph DeVito, M.D.
David Hease, M.D Stanton Horig, M.D.
David Hesse, M.D. Stanton Honig, M.D.
Thomar Martin, M.D. M, Grey Mader, M.D.

Thomas Martin, M.D. M, Grey Maher, M.D.
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CMS-1385-P-13731  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 : Monica Sachs Date & Time:  08/31/2007

Organization : Monica Sachs
Category:  Individual

Issue Areas/Comments
GENERAL

GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O.Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

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

To ensure that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through
with the proposal in the Federal Register by fully and immediately implementing the anesthesia conversion factor
increase as recommended by the RUC.
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CMS-1385-P-13732  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 : Dr. Todd Witzeling Date & Time:  08/31/2007

Organization : Dr. Todd Witzeling
Category : Physician

Issue Areas/Comments
GENERAL

GENERAL

Leslie V. Norwalk, Esg.

Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

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

To ensure that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through
with the proposal in the Federal Register by fully and immediately implementing the anesthesia conversion factor
increase as recommended by the RUC.
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CMS-1385-P-13733  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 : Mrs. Lisa Yeagley Date & Time:  08/31/2007

Organization :  Wooster Community Hospital

Category :  Other Health Care Professional

Issue Areas/Comments

Physician Self-Referral
Provisions

Physician Self-Referral Provisions

Dear Sir or Madam:

My name is Lisa Yeagley. I am a certified athletic trainer who works for Wooster Community Hospital. I work in an
outpatient rehabilitation clinic and outreach to a local high school in the area. I have a bachelor! s degree in Athletic
Training and a master' is degree in Exercise Leisure & Sport.

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,

Lisa Yeagley, MA, ATC

https://aimscms.fda.gov:8443/cmsView/docdispatchserv?error page=/ErrorPage.jsp&r ob... 10/1/2007



—————

Page 1 of 2

CMS-1385-P-13734  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. Paul Mock Date & Time:  08/31/2007

Organization : Mississippi State University

Category:  Other Health Care Professional

Issue Areas/Comments
GENERAL

GENERAL
Dear Sir or Madam:

I am the Head Certified Athletic Trainer at Mississippi State University. I have been in this profession working with
young athletes for 33 years and at MSU for 27.

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,

Stephen Paul Mock, ATC, LAT
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CMS-1385-P-13735  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 : Dr, Thomas Martin Date & Time:  (8/31/2007

Organization : The Urology Center, P.C.
Category : Physician

Issue Areas/Comments
GENERAL

GENERAL

See Attached Letter (Word Document)
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August 30, 2008

Herb Kuhn, Acting Deputy Administrator
Centers for Medicare & Medicaid Services
Department of Health & Human Services
Attn: CMS 1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Comments of CMS 2008 Proposals
Dear Mr. Kuhn:

CMS should work with Congress to fix the Sustainable Growth Rate to prevent the
upcoming 10% cut to physicians who provide services to Medicare beneficiaries. Drastic
cuts will total 40% over the next 8 years. Over the same period, the Medicare Economic
Index (MEI) will increase 20%. How long will physicians be forced to ask for a
legislative fix from Congress?

Although no specific proposals exist from CMS, any change to the Stark “in-office”
ancillary exception would unduly harm the ability of urologists to provide efficiencies
and needed services to patients. Services provided under the exception are important to
healthcare delivery. CMS should not further limit this already complex and burdensome
regulation.

Under the proposed rule regarding reassignment and diagnostic testing, the only technical
or professional services a medical group could mark up would be those by the group’s
full time employees. This would significantly hurt the ability of group practices with in-
office imaging equipment to utilize independent contractors and part-time employees to
perform professional services. We understand CMS desire to prevent “mark-ups” and
gaming the system but offices with in-office imaging equipment to utilize independent
and part-time employees to perform high-quality professional interpretation services.

Prohibition of “under arrangements” rule will prohibit the provision of that are provided
to a hospital through a joint venture in which you have an ownership interest, (such as
radiation therapy or lasers). This will be detrimental to patient care because of access to
these are expensive in our community and across the country. In addition, CMS has
taken efforts through a variety of different regulations through the years to eliminate
duplication of services. If CMS or Congress were to prevent or further limit the ability to
Joint venture with hospitals and other practices it may create an environment that would
induce physicians to provide more services in-house under the practice exclusion. Each
practice group will buy their own equipment or subject patients to return to the more
costly and efficient hospital providers.



We understand the important of striking a balance between fraud and abuse and
promoting efficiency and protecting patient access to care. As a urologist, these
regulations, if implemented would have a negative effect on innovation, efficiency and
patient access to care. Please consider suggested changes and withdraw these proposals.

CMS should not be considering making significant changes to Stark rules on an annual
basis or for inclusion in the Physician Fee Schedule. Too many financial and business
arrangements, legal contracts and services are involved to be altered on a yearly basis or
through a piecemeal approach.

In sum, the proposed rules create two levels of uncertainty: (1) significant lack of clarity
within the specific proposals themselves; and (2) general instability due to the prospect of

annual changes to Stark.

Thank you for your time and attention to this very important matter.

Sincerely,

Rickard Deam, M.D. Ralpd DeVite, M.D.
Richard Dean, M.D. Ralph DeVito, M.D.
Dawid Hesse, M.D Stamton Homig, M.D.
David Hesse, M.D. Stanton Honig, M.D.
Thomas Martin, MD. M, Gty Maker, MD.

Thomas Martin, M.D. M, Grey Maher, M.D.




—

Page 1 of 3

CMS-1385-P-13736  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 : Jorge Noriega Date & Time:  08/31/2007

Organization : Jorge Noriega
Category : Physician

Issue Areas/Comments
GENERAL

GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion
factor to offset a calculated 32 percent work undervaluation(Ja move that 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 RUCT 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.
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CMS-1385-P-13737  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. John Purdy Date & Time:  (8/31/2007

Organization : Vanderbilt Sports Medicine and Rehabilitation Serv
Category : Other Practitioner

Issue Areas/Comments
Background

Background
Dear Sir or Madam:

BRIEF INTRO ABOUT SELF ie. Where you work, what you do, education, certification, etc.

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, [ 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,

John D. Purdy, ATC Certified, Certified Personal Trainer, Strength and Conditioning Certified and MsEd
30 years of experience in the field of Sports Medicine and Rehabilitation Services
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CMS-1385-P-13738  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 : Dr. Richard Cross Date & Time: 08/31/2007

Organization : UAB Dept. of Anesthesiology
Category : Physician

Issue Areas/Comments
GENERAL

GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion
factor to offset a calculated 32 percent work undervaluation( ]a move that would result in an increase of nearly $4.00
per anesthesia unit and serve as a major step forward in correcting the long-standing undervaluation of anesthesia
services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full
implementation of the RUCT Is 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.
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CMS-1385-P-13739  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 : Ree Wilson Date & Time:  08/31/2007

Organization : Ree Wilson
Category : Individual

Issue Areas/Comments
GENERAL

GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

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

To ensure that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through
with the proposal in the Federal Register by fully and immediately implementing the anesthesia conversion factor
increase as recommended by the RUC.
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CMS-1385-P-13740  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, Jeffrey Hanson Date & Time:  08/31/2007

Organization : Mr. Jeffrey Hanson
Category : Individual

Issue Areas/Comments
GENERAL

GENERAL
Dear Ms. Norwalk:

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

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

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

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

Thank you for your consideration of this serious matter.
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CMS-1385-P-13741  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 : Dr. Mary Grey Maher Date & Time:  08/31/2007

Organization : The Urology Center, P.C.
Category :  Physician

Issue Areas/Comments
GENERAL

GENERAL

See Attached Letter (Word Document)

CMS-1385-P-13741-Attach-1.DOC
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August 30, 2008

Herb Kuhn, Acting Deputy Administrator
Centers for Medicare & Medicaid Services
Department of Health & Human Services
Attn: CMS 1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Comments of CMS 2008 Proposals
Dear Mr. Kuhn:

CMS should work with Congress to fix the Sustainable Growth Rate to prevent the
upcoming 10% cut to physicians who provide services to Medicare beneficiaries. Drastic
cuts will total 40% over the next 8 years. Over the same period, the Medicare Economic
Index (MEI) will increase 20%. How long will physicians be forced to ask for a
legislative fix from Congress?

Although no specific proposals exist from CMS, any change to the Stark “in-office”
ancillary exception would unduly harm the ability of urologists to provide efficiencies
and needed services to patients. Services provided under the exception are important to
healthcare delivery. CMS should not further limit this already complex and burdensome
regulation.

Under the proposed rule regarding reassignment and diagnostic testing, the only technical
or professional services a medical group could mark up would be those by the group’s
full time employees. This would significantly hurt the ability of group practices with in-
office imaging equipment to utilize independent contractors and part-time employees to
perform professional services. We understand CMS desire to prevent “mark-ups” and
gaming the system but offices with in-office imaging equipment to utilize independent
and part-time employees to perform high-quality professional interpretation services.

Prohibition of “under arrangements” rule will prohibit the provision of that are provided
to a hospital through a joint venture in which you have an ownership interest, (such as
radiation therapy or lasers). This will be detrimental to patient care because of access to
these are expensive in our community and across the country. In addition, CMS has
taken efforts through a variety of different regulations through the years to eliminate
duplication of services. If CMS or Congress were to prevent or further limit the ability to
Joint venture with hospitals and other practices it may create an environment that would
induce physicians to provide more services in-house under the practice exclusion. Each
practice group will buy their own equipment or subject patients to return to the more
costly and efficient hospital providers.




We understand the important of striking a balance between fraud and abuse and
promoting efficiency and protecting patient access to care. As a urologist, these
regulations, if implemented would have a negative effect on innovation, efficiency and
patient access to care. Please consider suggested changes and withdraw these proposals.

CMS should not be considering making significant changes to Stark rules on an annual
basis or for inclusion in the Physician Fee Schedule. Too many financial and business
arrangements, legal contracts and services are involved to be altered on a yearly basis or
through a piecemeal approach.

In sum, the proposed rules create two levels of uncertainty: (1) significant lack of clarity
within the specific proposals themselves; and (2) general instability due to the prospect of
annual changes to Stark.

Thank you for your time and attention to this very important matter.

Sincerely,

Rickard Deam, M.D. Ralpd DeVite, M.D.
Richard Dean, M.D. Ralph DeVito, M.D.
Dawid Hesse, M.D Staston Honig, MD.
David Hesse, M.D. Stanton Honig, M.D.
Thomas Martin, M.D. M, Grty Mater, M.D.

Thomas Martin, M.D. M, Grey Maher, M.D.
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CMS-1385-P-13742  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. Eric Dillow Date & Time:  08/31/2007

Organization : Winston-Salem Forsyth County Schools- Glenn H. S.
Category:  Other Health Care Professional

Issue Areas/Comments
Physician Self-Referral
Provisions

Physician Self-Referral Provisions

Dear Sir or Madam:

I am a certified athletic trainer currently working for the Winston-Salem/Forsyth County School System at Glenn High
School. I received my bachelors degree at Greensboro College. I have also worked as a certified athletic trainer for a
professional soccer team.

I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing
provisions for rehabilitation in hospitals and 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,

Eric Dillow ATC/LAT
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CMS-1385-P-13743  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. David Jacobs Date & Time:  08/31/2007

Organization :  University of Kentucky Sports Medicine
Category:  Other Health Care Professional

Issue Areas/Comments
GENERAL

GENERAL

Dear Sir or Madam:

My name is David Jacobs. I am a Athletic Trainer, Certified working for the University of Kentucky Orthopeadics and
Sports Medicine Center. I have a bachlors degree in sports medicine and secondary education and a masters degree in
health education. I have been working as a clinical and secondary school athletic trainer 20 years. I have a certification
from the National Athletic Trainers Association and I am also certified as first aid and CPR instructor from the
American Heart Association.

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, [ 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.
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Sincerely,

David Jacobs, MA ATC
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CMS-1385-P-13744  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 : Logan Morris Date & Time:  08/31/2007

Organization : Logan Morris

Category : Health Care Professional or Association

Issue Areas/Comments
GENERAL

GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion
factor to offset a calculated 32 percent work undervaluation!ia move that 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' is 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.
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Thank you for your consideration of this serious matter.

Logan Morris
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CMS-1385-P-13745  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 : Date & Time: 08/31/2007

Organization : Weld County School District Re-1
Category : Other Health Care Professional

Issue Areas/Comments
Physician Self-Referral
Provisions

Physician Self-Referral Provisions

Dear Sir or Madam:

My name is Juan J. Garcia Jr. I am a head athletic trainer for a high school in Gilcrest, Colorado. I am in charge of 15
sports and 300+ student- athletes year round. I have worked in clinical and collegiate settings prior to my current
position. I have a Masters Degree in Sport Administration and Bachelors in Athletic Training. My certifications include
Certified Athletic Trainer, Certified Strength and Conditioning Specialist, CPR Instructor, and EMT-Basic certification.

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

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

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is
irresponsible for CMS, which is supposed to be concerned with the health of Americans, especially those in rural areas,
to further restrict their ability to receive those services. The flexible current standards of staffing in hospitals and other
rehabilitation facilities are pertinent in ensuring patients receive the best, most cost- effective treatment available.
Since CMS seems to have come to these proposed changes without clinical or financial justification, I would strongly
encourage the CMS to consider the recommendations of those professionals that are tasked with overseeing the day-to-
day health care needs of their patients. I respectfully request that you withdraw the proposed changes related to
hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincerely,

Juan J. Garcia Jr.,MS, ATC, CSCS
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CMS-1385-P-13746  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. Gordon Gray Date & Time:  08/31/2007

Organization : Northside Anesthesia Consultants
Category : Other Health Care Professional

Issue Areas/Comments

Coding-- Additional Codes
From 5-Year Review

Coding-- Additional Codes From 5-Year Review

Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

T 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! Is seniors, and is creating an unsustainable system in which anesthesiologists are being
forced away from areas with disproportionately high Medicare populations.

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion
factor to offset a calculated 32 percent work undervaluationlla move that 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
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Federal Register by fully and immediately implementing the anesthesia conversion factor increase as recommended by
the RUC.

Thank you for your consideration of this serious matter.
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CMS-1385-P-13747  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 : Mrs. Jennifer Hanson Date & Time:  08/31/2007

Organization : Mrs. Jennifer Hanson

Category:  Health Care Industry

Issue Areas/Comments
GENERAL

GENERAL
Dear Ms. Norwalk:

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

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

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

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

Thank you for your consideration of this serious matter.
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CMS-1385-P-13748  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 : Paula Walker Date & Time: 08/31/2007

Organization : Paula Walker
Category : Individual

Issue Areas/Comments
GENERAL

GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion
factor to offset a calculated 32 percent work undervaluationla move that 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! is 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.
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CMS-1385-P-13749  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 : Mark Vanlandingham Date & Time:  08/31/2007

Organization : Mark Vanlandingham
Category : Individual

Issue Areas/Comments
GENERAL

GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

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

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

https://aimscms.fda.gov:8443/cmsView/docdispatchserv?error page=/ErrorPage.jsp&r ob... 10/1/2007




Page 1 of 3

CMS-1385-P-13750  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 : Cade Morris Date & Time:  08/31/2007

Organization : Cade Morris
Category : Health Care Professional or Association

Issue Areas/Comments
GENERAL

GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

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

To ensure that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through
with the proposal in the Federal Register by fully and immediately implementing the anesthesia conversion factor
increase as recommended by the RUC.
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CMS-1385-P-13751  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 : Jack Shearer Date & Time: (8/31/2007

Organization : Jack Shearer
Category:  Physician

Issue Areas/Comments
GENERAL

GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

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

To ensure that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through
with the proposal in the Federal Register by fully and immediately implementing the anesthesia conversion factor
increase as recommended by the RUC.
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CMS-1385-P-13752  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. Christian Hanson Date & Time:  (8/31/2007

Organization : Mr, Christian Hanson
Category : Individual

Issue Areas/Comments
GENERAL

GENERAL
Dear Ms. Norwalk:

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

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

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

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

Thank you for your consideration of this serious matter.
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CMS-1385-P-13753  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 : Dr. Anthony DiFilippo Date & Time:  08/31/2007

Organization : Dr. Anthony DiFilippo
Category :  Physical Therapist

Issue Areas/Comments
Physician Self-Referral
Provisions

Physician Self-Referral Provisions

I am a physical therapist and have been practicing for 15 years. I work in the out-patient physical therapy setting. It has
become increasingly common for physicians to own and thus profit from sending their patients for rehabilitation in a
facility that they own. I am happy that CMS has changed the requirement that physical therapy performed in a
physician[s office is to be performed by a physical therapist and not a random worker.

The potential for fraud and abuse exists whenever physicians are able to refer Medicare beneficiaries to entities in
which they have a financial interest, especially in the case of physician-owned physical therapy services. Physicians
who own practices that provide physical therapy services have an inherent financial incentive to refer their patients to
the practices they have invested in and to overutilize those services for financial reasons. By eliminating physical
therapy as a designated health service (DHS) furnished under the in-office ancillary services exception, CMS would
reduce a significant amount of programmatic abuse, overutilization of physical therapy services under the Medicare
program, and enhance the quality of patient care.

I have two personal experiences with this type of abuse. For a short period of time, I was employed by a physician to
provide physical therapy services. 1 left after seeing several instances that made me aware that the physician was more
concerned about making money from the referral than the treatment of the patient. [ overheard the physician tell a
patient that he would not give him a referral for physical therapy and that the patient had to come to his office. The
patient lived approximately 1 hour away and had several quality physical therapy offices close to where he lived. The
physician strong armed the patient into getting a ride, as the patient was unable to drive due to her condition, and
receive physical therapy from his office.

Another instance is currently happening at my office. A physician that I have met with multiple times over the past year
has referred only a few patients to my office. He is a surgeon and refers most of his patients to the local hospital therapy
center. He recently has met with me upon his request and is being told by his billing company that he can make more
money for himself if he owns his own therapy and imaging services. He wishes to move his office and have our
company provide therapy services for him to enable the physician to bill services rendered to his patients. This brings
up the question that if the physician feels that the hospital physical therapy is providing acceptable care for his patients
and he typically refers to that physical therapy facility, why then would he refer all of his patients to a facility that has
therapists providing care that he does not send to currently. The reason would be because he is going to gain an
additional revenue stream.
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CMS-1385-P-13754  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 : Chris Shearer Date & Time:  8/31/2007

Organization : Chris Shearer
Category :  Physician

Issue Areas/Comments
GENERAL

GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion
factor to offset a calculated 32 percent work undervaluation”]a move that would result in an increase of nearly $4.00
per anesthesia unit and serve as a major step forward in correcting the long-standing undervaluation of anesthesia
services. I am pleased that the Agency accepted this recommendation in its proposed rule, and 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.
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CMS-1385-P-13755  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 : W Shearer Date & Time: 08/31/2007

Organization : W Shearer
Category : Individual

Issue Areas/Comments
GENERAL

GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion
factor to offset a calculated 32 percent work undervaluation[]a move that would result in an increase of nearly $4.00
per anesthesia unit and serve as a major step forward in correcting the long-standing undervaluation of anesthesia
services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full
implementation of the RUC! is 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.
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CMS-1385-P-13756  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, Michael Widlowski Date & Time:  (8/31/2007

Organization : Mr. Michael Widlowski

Category : Drug Industry

Issue Areas/Comments
GENERAL

GENERAL
Dear Ms. Norwalk:

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

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

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion
factor to offset a calculated 32 percent work undervaluationla move that 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!Ts recommendation.

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

Thank you for your consideration of this serious matter.
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CMS-1385-P-13757 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 : Burt Chappell Date & Time:  08/31/2007

Organization : Burt Chappell

Category : Health Care Professional or Association

Issue Areas/Comments
GENERAL

GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O.Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion
factor to offset a calculated 32 percent work undervaluation(la move that 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 RUCT 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.
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CMS-1385-P-13758  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 : S Chaboya Date & Time:  08/31/2007

Organization : S Chaboya
Category : Individual

Issue Areas/Comments
GENERAL

GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O.Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion
factor to offset a calculated 32 percent work undervaluation{a move that would result in an increase of nearly $4.00
per anesthesia unit and serve as a major step forward in correcting the long-standing undervaluation of anesthesia
services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full
implementation of the RUCJs 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.
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CMS-1385-P-13759  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 : Dr. Steven licata Date & Time: 08/31/2007

Organization : Dr. Steven licata
Category : Physician

Issue Areas/Comments
Background

Background
My primary tool for treating patients is my expertise in Osteopathic Medicine however medicare has been limiting my

ability to treat patients my criticizing how many areas I treat and manual therapy is no longer covered except when
done by a PT which further takes away from the care given.
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CMS-1385-P-13760  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 : N Chaboya Date & Time:  08/31/2007

Organization : N Chaboya
Category : Individual

Issue Areas/Comments
GENERAL

GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion
factor to offset a calculated 32 percent work undervaluationTla move that 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/ Is 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.
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CMS-1385-P-13761 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 :  Shirley Douglas Date & Time: 08/31/2007

Organization : Shirley Douglas
Category : Individual

Issue Areas/Comments

Payment For Procedures And
Services Provided In ASCs

Payment For Procedures And Services Provided In ASCs

Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

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

To ensure that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through
with the proposal in the Federal Register by fully and immediately implementing the anesthesia conversion factor
increase as recommended by the RUC.
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CMS-1385-P-13762  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 :  Sandy Chappell Date & Time:  08/31/2007

Organization : Sandy Chappell
Category : Health Care Professional or Association

Issue Areas/Comments
GENERAL

GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion
factor to offset a calculated 32 percent work undervaluation[Ja move that 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 RUCIis 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.
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CMS-1385-P-13763  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 : D Chaboya Date & Time:  08/31/2007

Organization : D Chaboya
Category:  Individual

Issue Areas/Comments
GENERAL

GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

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

To ensure that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through
with the proposal in the Federal Register by fully and immediately implementing the anesthesia conversion factor
increase as recommended by the RUC.
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CMS-1385-P-13764  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 : Dr. Thomas Martin Date & Time: 08/31/2007

Organization : The Urology Center, P.C.
Category :  Physician

Issue Areas/Comments
GENERAL

GENERAL
See Attahced Letter (Word Document)

CMS-1385-P-13764- Attach-1.DOC
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August 30, 2008

Herb Kuhn, Acting Deputy Administrator
Centers for Medicare & Medicaid Services
Department of Health & Human Services
Attn: CMS 1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Comments of CMS 2008 Proposals
Dear Mr. Kuhn:

CMS should work with Congress to fix the Sustainable Growth Rate to prevent the
upcoming 10% cut to physicians who provide services to Medicare beneficiaries. Drastic
cuts will total 40% over the next 8 years. Over the same period, the Medicare Economic
Index (MEI) will increase 20%. How long will physicians be forced to ask for a
legislative fix from Congress?

Although no specific proposals exist from CMS, any change to the Stark “in-office”
ancillary exception would unduly harm the ability of urologists to provide efficiencies
and needed services to patients. Services provided under the exception are important to
healthcare delivery. CMS should not further limit this already complex and burdensome
regulation.

Under the proposed rule regarding reassignment and diagnostic testing, the only technical
or professional services a medical group could mark up would be those by the group’s
full time employees. This would significantly hurt the ability of group practices with in-
office imaging equipment to utilize independent contractors and part-time employees to
perform professional services. We understand CMS desire to prevent “mark-ups” and
gaming the system but offices with in-office imaging equipment to utilize independent
and part-time employees to perform high-quality professional interpretation services.

Prohibition of “under arrangements™ rule will prohibit the provision of that are provided
to a hospital through a joint venture in which you have an ownership interest, (such as
radiation therapy or lasers). This will be detrimental to patient care because of access to
these are expensive in our community and across the country. In addition, CMS has
taken efforts through a variety of different regulations through the years to eliminate
duplication of services. If CMS or Congress were to prevent or further limit the ability to
Joint venture with hospitals and other practices it may create an environment that would
induce physicians to provide more services in-house under the practice exclusion. Each
practice group will buy their own equipment or subject patients to return to the more
costly and efficient hospital providers.




We understand the important of striking a balance between fraud and abuse and
promoting efficiency and protecting patient access to care. As a urologist, these
regulations, if implemented would have a negative effect on innovation, efficiency and
patient access to care. Please consider suggested changes and withdraw these proposals.

CMS should not be considering making significant changes to Stark rules on an annual
basis or for inclusion in the Physician Fee Schedule. Too many financial and business
arrangements, legal contracts and services are involved to be altered on a yearly basis or
through a piecemeal approach.

In sum, the proposed rules create two levels of uncertainty: (1) significant lack of clarity
within the specific proposals themselves; and (2) general instability due to the prospect of
annual changes to Stark.

Thank you for your time and attention to this very important matter.

Sincerely,
Rickard Deam, M.D. Ralpd DeVito, M.D.
Richard Dean, M.D. Ralph DeVito, M.D.
David Heane, M.D Staston Honig, M.D.
David Hesse, M.D. Stanton Honig, M.D.
Thomas Martin, M.D. M, Grey Maber, M.D.

Thomas Martin, M.D. M, Grey Maher, M.D.
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CMS-1385-P-13765 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 : H Chaboya Date & Time: 08/31/2007

Organization : H Chaboya
Category : Individual

Issue Areas/Comments
GENERAL

GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion
factor to offset a calculated 32 percent work undervaluation{]a move that would result in an increase of nearly $4.00
per anesthesia unit and serve as a major step forward in correcting the long-standing undervaluation of anesthesia
services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full
implementation of the RUCUs 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.
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CMS-1385-P-13766  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 : n Chaboya Date & Time:  08/31/2007

Organization : n Chaboya
Category : Individual

Issue Areas/Comments
GENERAL

GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O.Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

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

To ensure that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through
with the proposal in the Federal Register by fully and immediately implementing the anesthesia conversion factor
increase as recommended by the RUC.
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CMS-1385-P-13767 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 : E Brock Date & Time: (8/31/2007

Organization : E Brock
Category : Individual

Issue Areas/Comments
GENERAL

GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O.Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion
factor to offset a calculated 32 percent work undervaluation: Ja move that would result in an increase of nearly $4.00
per anesthesia unit and serve as a major step forward in correcting the long-standing undervaluation of anesthesia
services. | am pleased that the Agency accepted this recommendation in its proposed rule, and I support full
implementation of the RUC! Is 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.
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CMS-1385-P-13768 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 : Dr. shawn schumacher Date & Time: 08/31/2007

Organization : St Johns Anesthesia
Category : Physician

Issue Areas/Comments
GENERAL

GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

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

To ensure that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through
with the proposal in the Federal Register by fully and immediately implementing the anesthesia conversion factor
increase as recommended by the RUC.
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CMS-1385-P-13769  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 : Neil Douglas Date & Time:  08/31/2007

Organization : Neil Douglas
Category : Individual

Issue Areas/Comments

Payment For Procedures And
Services Provided In ASCs

Payment For Procedures And Services Provided In ASCs

Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

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

To ensure that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through
with the proposal in the Federal Register by fully and immediately implementing the anesthesia conversion factor
increase as recommended by the RUC.
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CMS-1385-P-13770  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 : C Carreno Date & Time: 08/31/2007

Organization : C Carreno
Category : Individual

Issue Areas/Comments
GENERAL

GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O.Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion
factor to offset a calculated 32 percent work undervaluationlia move that 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" Is 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.
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CMS-1385-P-13771  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 : R Henry Date & Time:  08/31/2007

Organization : R Henry
Category : Individual

Issue Areas/Comments
GENERAL

GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O.Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion
factor to offset a calculated 32 percent work undervaluationJa move that 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{1s 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.
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Thank you for your consideration of this serious matter.
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CMS-1385-P-13772  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 : Eugene Janzen Date & Time:  08/31/2007

Organization : Eugene Janzen

Category : Health Care Professional or Association

Issue Areas/Comments
GENERAL

GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O.Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant
undervaluation of anesthesia work compared to other physician services. Today, more than a decade since the RBRVS
took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This amount does not cover the
cost of caring for our nation(1s seniors, and is creating an unsustainable system in which anesthesiologists are being
forced away from areas with disproportionately high Medicare populations.

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion
factor to offset a calculated 32 percent work undervaluationJa move that 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 RUCUs 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.
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Thank you for your consideration of this serious matter.
Eugene Janzen
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CMS-1385-P-13773  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, Mark Marshall Date & Time:  08/31/2007

Organizgtion t Foote Health System

Category:  Other Health Care Professional

Issue Areas/Comments

Physician Self-Referral
Provisions

Physician Self-Referral Provisions

Dear Sir or Madam:

I am employed by Foote Health System in Jackson, MI as a certified athletic trainer. The last four years I worked at a
local high school with additional hours at Foote"s Center for Athletic Medicine, providing rehabilitation for a large
variety of patients. Recently, because of my experience in the clinic as well as the physician/]s preference to have
athletic trainers provide rehabilitation versus physical therapists, I will be in the clinic on a full time basis. We have
experienced much success in the clinic and many of the area physicians request treatment by an 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 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,

Mark Marshall, ATC, CSCS
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CMS-1385-P-13774  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 : Dr. Frederick Schnell Date & Time:  08/31/2007

Organization : The Community Oncology Alliance

Category : Health Care Professional or Association

Issue Areas/Comments
GENERAL

GENERAL

See Attachment

CMS-1385-P-13774-Attach-1. TXT
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Community Oncology Alliance

Dedicated to high quality, affordable, and accessible cancer care

August 31, 2007
Electronic Submission via http://www.cms.hhs.gov/eRulemaking

Centers for Medicare & Medicaid Services
Department of Health and Human Services
Mail Stop C4-26-05

7500 Security Boulevard

Baltimore, MD 21244-1850

Re: CMS-1385-P, Proposed Revisions to Payment Policies under the Physician
Fee Schedule and other Part B Payment Policies for CY 2008

Gentlemen:

On behalf of the Community Oncology Alliance (COA) and in accordance with the
requested response solicited by the Centers for Medicare & Medicaid Services
(CMS) regarding the above captioned proposed rule, we offer the following
commentary.

As Background, it is noted that CMS did not update the CY 2007 Physician Fee
Schedule (PFS) as previously indicated at -5.0 percent. Rather, the conversion
factor remained at $37,8975 for CY 2007. Continuing to employ the sustainable
growth rate (SGR) as the formula used to calculate updates to Medicare
physician reimbursement, CMS is predicting a reduction in the current 2007
conversion factor down to $34.1456; a -9.9 percent reduction to be implemented
CY2008, unless Congress legislates against these cuts.

It would seem prudent for CMS, rather than suggesting and then retracting such
cuts year after year at the eleventh hour, to make an investment of time and
talent, in modifying the currently utilized SGR method in which fee schedule cuts
and/or increases are calculated, so as to better represent the costs, and
therefore reimbursement, of all goods and services utilized in the delivery of
quality medical care. The expenditure of time and money, updating software
systems, forms, accounting projections, et cetera, tied directly to these
announcements is quite costly. And, to then have to cast aside those efforts,
updating once again projections for the new year, places additional financial
burdens on the many provider offices already overwhelmed with work.

Resourced Based Practice Expense RVU'’s, such as rents and wages, now
utilize a bottom-up approach to calculate direct costs. Since we are mid-year, it
is not yet known what impact such methodology will have long term.

Calculation of the 2008 Practice Expense RVUs for indirect costs will be derived
using 2006 procedure-specific utilization data cross walked to 2007 services,
thereby utilizing data that is already two years old. Surely, there must be a way
to put an assessed value on these costs that is more realistic to that which will be
realized in 2008.
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In the shadow of the recent five year review and update to work RVUs, CMS is
proposing a -11.8 percent budget neutrality factor of 0.8816 to Work RVUs in
2008. The combined impact of the physician fee schedule reductions, if realized,
along with the RVU work reductions, translates into an approximate payment
reduction of -11% to the specialty of hematology/oncology. We do not think the
oncology industry will be able to continue to provide the level of cancer care that
our Medicare beneficiaries have become accustomed to in the face of these cuts.

By law, CMS is required to revise the Geographic Practice Cost Indices (GPCI)
every three years. There are 89 Medicare physician payment localities to which
GPCls are applied and it is noted that those changes must be budget neutral. It

" is always good to experiment with a small subset before going full scale, which is
the intent of CMS in working first with the state of California in making these
revisions. The current floor of 1.000, which was set to be removed in 2007, was
allowed to remain in order that CMS might have time to consider future revisions.
Perhaps CMS should again consider retaining that floor while the agency looks at
alternate solutions. COA is uncertain if the suggested modification will achieve
the desired result and will therefore yield to those in the area affected for input.

As it relates to the Coding-Payment for IVIG Add-On Code, we are most
grateful to see that this payment will continue in 2008. Despite numerous
attempts by various patient organizations, as well as motions from both House
and Senate, there still remains a real crisis insofar as availability and affordability
for this blood plasma by-product. COA disagrees that the increased use of off-
label uses has caused the current supply and cost problems. A little homework
will quickly reveal that most of the IVIG used in the United States is produced
abroad with human blood products drawn here in the United States and then
shipped over seas for refinement, only to be redistributed world-wide.

Further, it is mentioned in the proposed rule that 59 percent of physicians were
able to purchase IVIG at lower than the Medicare payment rate in the third
quarter of 2006. This fact truly has no bearing on the reality of today, coupled
with the fact that at least 25% of Medicare beneficiaries utilizing this product were
unable to afford the twenty percent co-pay, leaving many providers under water.
This is one of the reasons why the majority of IVIG infusions now take place in
the hospital outpatient department; a true disservice to these immune
compromised patients, now exposed to far more infection possibilities than they
should be. We are hopeful that CMS will recognize the efforts currently being
brought forth by organizations like the Alliance for Plasma Therapies and the
personal work of Congressman Steve Israel, to strive for a more equitable
reimbursement platform going forward.

There is some discussion once again regarding ASP Issues, and while COA is
neither a manufacturer nor a distributor, we are deeply concerned about the
ability of the community oncologist to buy and administer product currently
enveloped in a bundling arrangement and still remain whole. More importantly,
we are apprehensive about proposed changes in the ASP methodology, truly
concerned that the very patients who require these products, will be unable to
receive them.
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CMS is already remiss in its calculation of ASP, in that there currently exists a six
month payment lag from the time a manufacturer increases its charge for a drug
until such time as CMS adjusts its reimbursement in kind. COA is concerned that
the two alternative approaches discussed by MedPAC for allocating bundled
price concessions may prohibit the use of those products involved in such
bundling contracts. Not all providers choose or are able to participate in bundling
contracts for multiple drugs, by virtue of the volume of product used. Adopting
either of the suggested methods of computation may unfairly penalize this
provider subset.

If it is possible to have each and every drug stand alone at its true average
selling price, excluding from the calculation any contracting arrangements
negotiated between a buyer and manufacturer or distributor, such would be the
ideal. For, just as all providers should not be penalized because one or more
such providers choose to pay for their drugs either upon delivery or net 10, 20 or -
30 days, affording them discounts on their dollars, those very same providers
should likewise not be penalized for opting for quantity discounts. Average
selling price, by definition, should be reflective of what the average provider pays,
exclusive of those sidebar contractual arrangements of a select group. When a
manufacturer offers a market share rebate to a provider, the net effect lowers the
ASP and thus lowers the cost to the Medicare system. Competition creates
competitiveness in the marketplace, thus assuring an overall lower cost. You
need not look any further than the Medicare Part D program to see this.

CMS is again looking at a variety of CAP Issues, proposing some program
revisions. Of particular significance is a clause which will allow participating
physicians the ability to exit the program within 30 days of the effective date of
their contract if they can substantiate that remaining in such program will
negatively impact their business. And, while COA feels this “out clause” is sorely
needed, it is suggested that the window of opportunity be extended beyond 30
days to perhaps 90 days, to allow the provider time to truly experience the
programs advantages and disadvantages.

Transportation of drugs to more than one practice location is also being
considered and election of this option will truly be viewed as a positive by those
potentially considering CAP. The inclusion of pre-filled syringes should likewise
be considered.

Asking physicians to supply records in a post-payment review as well as
suggesting a voluntary agreement wherein the physician notifies the CAP vendor
when he or she administers a provided drug, does not come without a price tag.
Every single keystroke, every telephone call, every e-mail generated in
connection with the CAP program costs the provider unreimbursed money.
Placing these burdens upon the back of an already compromised practitioner is
simply unfair. If the government wants this program to run optimally, then CMS
needs to perfect these operational problems without unfairly taxing a third party;
namely, the physician.
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Proposed changes to determine the medically acceptable Drug Compendia is
discussed in light of anticipated changes in the pharmaceutical reference
industry. The ability of CMS to determine what points of reference should stand
is clouded, as the Medicare Evidence Development and Coverage Advisory
Committee (MedCAC) has reported that none of the compendia fully met all of
the desired characteristics of acceptable compendia format.

In that CMS is not a clinical organization, the proposition to create a process
incorporating public notice and comment to determine medically-accepted
indications for drugs and biologicals used in anti-cancer treatment is, in and of
itself, a good one. We do urge CMS, however, to not make the process too
cumbersome, as many governmental practices are, thereby incorporating time
delays that may well mean life and death to a particular patient subset.

It is requested that any drug compendia subsequently approved by CMS, apply
universally to all Medicare beneficiary insurance plans, whether they be
supplemental or Medigap plans such as AARP, Medicare Advantage Plans, or
other stand-alone Part D prescription drug plans. Providers today face a
multitude of challenges when prescribing medications for the Medicare
beneficiary, as the number of formularies available to our seniors is growing, and
with this growth comes a sweeping number of restrictions by payers. If all carriers
who supply drugs to Medicare beneficiaries had to adhere to the same clinical
compendia, the often times extensive pre-authorization process would be
curtailed, thus enabling our seniors to receive their necessary medications in a
timely fashion.

It is stated in the proposed rule that CMS may generate a request for a change to
the list of compendia at any time. It is therefore suggested that patients
successfully being treated based upon then currently acceptable compendia, not
be forced to cease such treatment due to a modification of that which was in full
force and effect at time treatment was initiated.

The Physician Quality Reporting Initiative (PQRI) for 2008 is said to contain all of
- the quality indicators which went into effect on July 1, 2007. It is premature for
COA to comment on the adequacy of the oncology related measures since the
program just commenced and results will not be revealed until the second quarter
of 2008.

All community oncology clinics strive for excellence in the quality of care afforded
their patients every day. The application of a daily formal quality process acts as
a reminder of that goal; however, the Medicare quality program that currently
exists leaves many questions relating to effectiveness, compliance and return on
investment. CMS itself is uncertain as to how the bonus payment may apply,
among other things. In light of impending cuts to the PFS in 2008 and a rework
of the SGR being considered, perhaps the $1.35 billion in the Physician
Assistance and Quality Initiative Fund (PAQI) would be better utilized in buying
down the negative update to the physician fee schedule, until such time as CMS
can perfect a better system of quality enforcement. CMS should also consider the
possible inclusion of electronic health record based reporting in future quality
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endeavors, which would go hand in hand with the proposed intention of having all
Medicare providers using an electronic medical record in just a few short years.
The ease in compliance, utilizing an electronic medical record, will net an
accurate assessment of quality for provider, payer and patient alike.

CMS will implement the mandatory Anemia Quality Indicator on claims in
calendar year 2008. Under consideration, is the use of such quality indicators
not only for cancer diagnoses, but rather for all uses of erythropoietin stimulating
agents (ESAs). Implementation of this mandate will be burdensome not only for
providers, but also for Medicare contractors, as each anti-anemia drug claim will
have to be pulled from the general electronic claims transmission and processed
individually by a processor for compliance. As has been recently demonstrated
by the harsh National Coverage Determination (NCD) issued on July 30, 2007
regarding ESAs, the resolve of CMS to limit the use of ESAs is clear. A directive
for providers to list a beneficiary’s most recent hemoglobin or hematocrit level on
a claim will require yet another level of hands-on compliance at the provider level,
straining the already overburdened medical staff. The thought process behind
CMS'’s request for this data was to help determine the prevalence and severity of
anemia associated with cancer therapy, as well as the response elicited by
treatment with ESAs. Oncologists/Hematologists have been treating patients
successfully with ESAs for years. An independent study on the treatment with
and resultant outcome of patients treated with these agents would be welcomed
by the oncology community at large, assuredly demonstrating the safe and
effective use of ESAs in the patient population. Merely recording a hemogiobin
or hematocrit on a claim does not tell the entire story behind the appropriate and
effective use of ESAs.

In summary, the federal government, through the implementation of rules such as
this, has realized a significant savings and improvement to its Medicare program.
We hope you will consider utilizing the COA established network of community
oncologists, working in unison with CMS, to perfect a truly viable delivery system
of quality cancer care, assuring excellent, yet affordable treatment for our
Medicare beneficiaries and adequate compensation for the delivery team that
cares for them.

Very truly yours,

COMMUNITY ONCOLOGY ALLIANCE

A nelen ek . Scba 220

Frederick M. Schnell, MD
President

FMS/mk
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CMS-1385-P-13775  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 : Dr. Susan Stevens Date & Time:  08/31/2007

Organization : University of North Carolina at Greensboro
Category :  Other Health Care Professional

Issue Areas/Comments
GENERAL

GENERAL

Dear Sir or Madam:

I am an athletic training educator at University of North Carolina at Greensboro. My job is to ensure that new graduates
receive a high quality education and ensure they have the necessary skills to provide quality physical medicine and
rehabilitation services.

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 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,

Susan W. Stevens, EdD, ATC, LAT
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CMS-1385-P-13776  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 : I. Womack Date & Time: (8/31/2007

Organization : 1, Womack
Category : Individual

Issue Areas/Comments
GENERAL

GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O.Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion
factor to offset a calculated 32 percent work undervaluation(7a move that 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[Js 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.
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Thank you for your consideration of this serious matter.
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CMS-1385-P-13777

Submitter : Anne Friddell Date: 08/31/2007
Organization : Anne Friddell
Category : Individual

Issue Areas/Comments

Payment For Procedures And
Services Provided In ASCs

Payment For Procedures And Services Provided In ASCs

Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
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 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.
Mac Friddell
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CMS-1385-P-13778

Submitter : Dr. Donald Fox Date: 08/31/2007
Organization :  Boise Anesthesia, PA
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

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

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

Thank you for your consideration of this serious matter.

Donald Fox, MD
Boise, Idaho
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CMS-1385-P-13779

Submitter : M Elmore Date: 08/31/2007
Organization : M Elmore
Category : Individual
Issue Areas/Comments
GENERAL
GENERAL
Leslie V. Norwalk, Esq.
Acting Administrator

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

P.0. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

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

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

Thank you for your consideration of this serious matter.
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CMS-1385-P-13780

Submitter : K Jopling Date: 08/31/2007
Organization : K Jopling
Category : Individual
Issue Areas/Comments
GENERAL
GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O.Box 8018

Baltimore, MD 21244-8018

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

Dear. Ms. Norwalk:

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

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

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

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

Thank you for your consideration of this serious matter.
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Submitter : Dr. Mary Grey Maher
Organization:  The Urology Center, P.C.
Category : Physician
Issue Areas/Comments

GENERAL

GENERAL

See Attached Letter (Word Document)
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August 30, 2008

Herb Kuhn, Acting Deputy Administrator
Centers for Medicare & Medicaid Services
Department of Health & Human Services
Attn: CMS 1385-P

P.O.Box 8018

Baltimore, MD 21244-8018

Comments of CMS 2008 Proposals
Dear Mr. Kuhn:

CMS should work with Congress to fix the Sustainable Growth Rate to prevent the
upcoming 10 % cut to physicians who provide services to Medicare beneficiaries. Drastic
cuts will total 40% over the next 8 years. Over the same period, the Medicare Economic
Index (MEI) will increase 20%. How long will physicians be forced to ask for a
legislative fix from Congress?

Although no specific proposals exist from CMS, any change to the Stark “in-office”
ancillary exception would unduly harm the ability of urologists to provide efficiencies
and needed services to patients. Services provided under the exception are important to
healthcare delivery. CMS should not further limit this already complex and burdensome
regulation.

Under the proposed rule regarding reassignment and diagnostic testing, the only technical
or professional services a medical group could mark up would be those by the group’s
full time employees. This would significantly hurt the ability of group practices with in-
office imaging equipment to utilize independent contractors and part-time employees to
perform professional services. We understand CMS desire to prevent “mark-ups” and
gaming the system but offices with in-office imaging equipment to utilize independent
and part-time employees to perform high-quality professional interpretation services.

Prohibition of “under arrangements” rule will prohibit the provision of that are provided
to a hospital through a joint venture in which you have an ownership interest, (such as
radiation therapy or lasers). This will be detrimental to patient care because of access to
these are expensive in our community and across the country. In addition, CMS has
taken efforts through a variety of different regulations through the years to eliminate
duplication of services. If CMS or Congress were to prevent or further limit the ability to
Joint venture with hospitals and other practices it may create an environment that would
induce physicians to provide more services in-house under the practice exclusion. Each
practice group will buy their own equipment or subject patients to return to the more
costly and efficient hospital providers.



We understand the important of striking a balance between fraud and abuse and
promoting efficiency and protecting patient access to care. As a urologist, these
regulations, if implemented would have a negative effect on innovation, efficiency and
patient access to care. Please consider suggested changes and withdraw these proposals.

CMS should not be considering making significant changes to Stark rules on an annual
basis or for inclusion in the Physician Fee Schedule. Too many financial and business
arrangements, legal contracts and services are involved to be altered on a yearly basis or
through a piecemeal approach.

In sum, the proposed rules create two levels of uncertainty: (1) significant lack of clarity
within the specific proposals themselves; and (2) general instability due to the prospect of
annual changes to Stark.

Thank you for your time and attention to this very important matter.

Sincerely,
Rickard Deam, M.D. Ralpd DeVite, M.D.
Richard Dean, M.D. Ralph DeVito, M.D.
Dawid Hesse, M.D Stamton Honig, M.D.
David Hesse, M.D. Stanton Honig, M.D.
Thomas Martin, M.D. M, Grey Maker, M.D.

Thomas Martin, M.D. M, Grey Maher, M.D.




CMS-1385-P-13782

Submitter : Janet Willis Date: 08/31/2007
Organization : Janet Willis
Category : Individual

Issue Areas/Comments

Payment For Procedures And
Services Provided In ASCs

Payment For Procedures And Services Provided In ASCs

Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

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

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

Thank you for your consideration of this serious matter.
Janet Willis
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CMS-1385-P-13783

Submitter : Lillian Janzen Date: 08/31/2007
Organization : Lillian Janzen
Category : Health Care Professional or Association
Issue Areas/Comments
GENERAL
GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

When the RBRVS was instituted, it created a huge payment disparity for anesthesia carc, mostly due to significant undervaluation of anesthesia work compared to
other physician services. 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
areas with disproportionately high Medicare populations.

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

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

Thank you for your consideration of this serious matter.
Lillian Janzen
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CMS-1385-P-13784

Submitter : J Martin Date: 08/31/2007
Organization : J Martin
Category : Individual
Issue Areas/Comments
GENERAL
GENERAL
Leslie V. Norwalk, Esq.
Acting Administrator

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

P.O. Box 8018 .

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

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

Thank you for your consideration of this serious matter.
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CMS-1385-P-13785

Submitter : J Mersch Date: 08/31/2007
Organization : J Mersch
Category : Individual
Issue Areas/Comments
GENERAL
GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

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

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

Thank you for your consideration of this serious matter.
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CMS-1385-P-13786

Submitter : J Morris Date: 08/31/2007
Organization : J Morris
Category : Individual
Issue Areas/Comments
GENERAL
GENERAL
Leslic V. Norwalk, Esq.
Acting Administrator

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

P.O. Box 8018

Baltimorc, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

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

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

Thank you for your consideration of this serious matter.
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CMS-1385-P-13787

Submitter : Mr. Gordon Gray Date: 08/31/2007
Organization:  Northside Anesthesia Consultants
Category : Other Health Care Professional
- Issue Areas/Comments
GENERAL
GENERAL
Leslie V. Norwalk, Esq.
Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

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

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

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

To 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.

Gordon Gray
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CMS-1385-P-13788

Submitter : Mary Beagles Date: 08/31/2007
Organization : Mary Beagles

Category : Individual

Issue Areas/Comments

Payment For Procedures And
Services Provided In ASCs

Payment For Procedures And Services Provided In ASCs

Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

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

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

Thank you for your consideration of this serious matter.
Mary Beagles
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CMS-1385-P-13789

Submitter : Loren Lucas Date: 08/31/2007
Organization : Loren Lucas
Category : Health Care Professional or Association
Issue Areas/Comments
GENERAL
GENERAL

Leslie V., Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

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

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

Thank you for your consideration of this serious matter.
Loren Lucas

Page 13 of 49 October 01 2007 09:07 AM




CMS-1385-P-13790

Submitter : R Neely Date: 08/31/2007
Organization : R Neely
Category : Individual
Issue Areas/Comments
GENERAL
GENERAL
Leslie V. Norwalk, Esq.
Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

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

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

Thank you for your consideration of this serious matter.
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CMS-1385-P-13791

Submitter : Date: 08/31/2007

Organization :
Category : Physical Therapist

Issue Areas/Comments
Physician Self-Referral Provisions

Physician Self-Referral Provisions
The potential for fraud and abuse exists whenever physicians are able to refer Medicare beneficiaries to entities in which they have a financial interest, especially in
the case of physician-owned physical therapy services.

CMS-1385-P-13791-Attach-1.DOC
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Sara Faris, PT MPT

Rehab Professionals of Cleveland, Inc
12221 Madison Avenue

Lakewood, Ohio 44107

Medicare Program: Proposed revisions to payment policies under the physician fee
schedule, and other part B payment policies for CY 2008; proposed rule.

Mr. Kerry N. Weems,

I am a physical therapist professional currently employed in Cleveland, Ohio. I
have practiced for eight months now, recently. graduating with my Master’s degree in
Physical Therapy from Cleveland State University in December of 2006. As a physical
therapist in a private practice setting, it is unsettling to hear news about referral for profit
organizations.

The potential for fraud and abuse exists whenever physicians are able to refer
Medicare beneficiaries to entities in which they have a financial interest, especially in the
case of physician-owned physical therapy services. Physicians who own practices that
provide physical therapy services have an inherent financial incentive to refer their
patients to the practices they have invested in and to over utilize those services for
financial reasons. By eliminating physical therapy as a designated health service (DHS)
furnished under the in-office ancillary services exception, CMS would reduce a
significant amount of programmatic abuse, over utilization of physical therapy services
under the Medicare program, and enhance the quality of patient care.

In the past six months or so I have noticed a great deal of patients not educated
about their choices in healthcare, specifically physical therapy treatment. For example, a
patient had described her surgeon would rather “keep a closer look with her progress”
with receiving physical therapy at his office. This was not a convenient location, nor was
this patient able to drive a car secondary to her surgical procedure. Based on report, she
had spent non-refundable dollars to utilize unnecessary transportation services; and only
had appointments to see her physician every six weeks. No more or less contact with her
physician. If only she was educated about near-by locations to receive physical therapy
treatment, her care may have not been so stressful. Rather, the physician was not “patient
first” in understanding her social/economic history; instead concerned with his financial
gains.

Other examples of physician abuse include only referring to financial incentive
locations, lack of patient education, and providing patient choice in their physical therapy
care. Thank you for your consideration in my comments regarding this heated issue. It is
important for the patient to utilize choice and receive morally and ethically appropriate
physical therapy care.

Sincerely,
Sara Faris, PT, MPT




Submitter :

Organization :

Category : Physical Therapist
Issue Areas/Comments

GENERAL

GENERAL
See Attachment
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Mr. Herb B. Kuhn

Acting Deputy Administrator

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

P.O.Box 8018

Baltimore, MD 21244-8018

October 1, 2007

Re: CMS-1385-P: Physician Self-Referral Issues/In-Office Ancillary Services Exception

Dear Mr. Kuhn:

I’m writing this letter to encourage CMS to consider eliminating physical therapy as a
designated health service (DHS) that can be furnished under the in-office ancillary services
exceptions. I am a physical therapy administrator of a multi-site rehabilitation company.
Over the years I have personally witnessed the abuse of the original intent of the in-office
ancillary services exception by physicians who are providing therapy as an “ancillary
service” solely to generate the maximum amount of profit. Below are three examples:

1. Our company leased space from a physician practice (orthopedic physicians,) at fair
market value, and started a physical therapy clinic. We enjoyed positive patient
feedback and had recruited a quality clinical staff. The clinic was in operation for
about 2 years.

A new physiatrist was then added to the group who became aware that they could
realize passive income by “owning” their own physical therapy practice. Within a
short time, our lease was terminated - and we were out. The physician group with
promises of increased compensation and other incentives hired our key clinician.
When confronted about this in a meeting, the senior physician said that Medicare had
been reducing his income for the last 3 to 4 years, and he had to make up the lost
income in order to survive. I couldn’t believe it, but he actually said he felt like, “he
was in the toilet licking the lid on the way down,” meaning that the decrease in
Medicare reimbursement was adversely affecting his income.

Patients did not benefit from the physicians providing PT directly as part of their
“practice.” The key physical therapy clinician left the physician office soon after due
to her perception of excessive referrals and they have had a difficult time recruiting
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since (reportedly they were using an athletic trainer or exercise physiologist and
continuing to treat patients and billing for physical therapy services).

2. While I was the administrator of a hospital-oriented PT practice, there was a large
orthopedic practice that referred many patients to our hospital for surgeries.
Historically, they referred to a variety of therapy providers in the community. Their
practice administrator attended an orthopedic conference, which included a session on
how to make passive income off ancillary services. The presenter argued that
physicians who don’t have passive income from ancillary services only eam income
when they see patients directly. With passive income, they can make money without
having to perform the work themselves, but instead indirectly by employing physical
therapists, occupational therapist, etc.

After attending this conference, the surgeons put pressure on the hospital to develop
an arrangement where they could realize passive income from physical therapy.
Although the surgery group argued that these arrangements were necessary so they
would have greater control over therapy services, many of our community board
members objected to what they clearly saw as a conflict of interest. One board
member described the practice rather like “shooting fish in a barrel”. Ultimately, it
was determined that the Stark Law’s would not allow those efforts to move forward.

The physicians didn’t give up and later opened a satellite office so they can now bill
for PT under the in-office ancillary exception. Ironically, they don’t directly provide
the PT, but outsource under contract with a local therapy provider.

Historically, this group would refer to many PT practices in town, but now they have
implemented active processes to “capture therapy patients” in their office.

3. Our hospital mutually developed a spine program with a physician spine practice
(orthopedic and physiatry). Therapy services were independent, but adjacent to the
physician clinical practice. For about 10 years, the collaborative physician/therapy
services were received and respected in the community. The physicians decided that
they wanted to make money on physical therapy services. They relocated, built a
physical therapy department in their new offices and recruited our physical therapists.
They began billing via the Stark Law’s in-office ancillary services exception and
referrals to our practice were dramatically reduced. We ultimately closed the clinic.

Many physicians see their peers profiting by providing certain “in-office” ancillary services.
Most believe no conflict of interest exists when physicians self-refer to their own physical
therapy clinics. Ironically, it’s generally accepted that physicians shouldn’t profit from
selling pharmaceuticals out of their office. How is providing (selling) physical therapy
services from their office any different?

Physicians like to argue that they have better control over clinical services they provide
through their “office,” but that’s fiction. First, they frequently contract the services out for
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another company to provide. Second, physical therapists shouldn’t be controlled
(contractually or by a employer-employee relationship) by the physicians. Physical
therapists are fully qualified and should be independently determining clinical decisions like
which services should be provided and for how long. As a result, when physicians who have
direct control get involved, patient care decisions are at times compromised and utilization
increased.

From a fiscal perspective I can only anecdotally argue that utilization dramatically increases
when physicians are able to refer to themselves. When you research why utilization has risen
dramatically for rehabilitation, I suspect you will find that physician self-referral is likely a
key component of that equation.

As far as resolution of this problem, I agree with many of the ideas expressed in your
proposed regulations.

It’s a sad day when physicians make decisions solely for profit, which may compromise the
best interests of the patient and unnecessarily reduce scarce resources in our Medicare
system.

Thank you for your consideration of my comments.
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Leslie V. Norwalk, Esq.
Acting Administrator

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

P.O.Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

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

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

Thank you for your consideration of this serious matter.
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Organization : A Seipp
Category : Individual
Issue Areas/Comments
GENERAL
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Leslie V. Norwalk, Esq.
Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

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

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

Thank you for your consideration of this serious matter.
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Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

I am writing to express my strongest support for the proposal to increasc 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 eomplieated issue.

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

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

To cnsure that our 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
Corey Beagles.
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Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dcar Ms. Norwalk:

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

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

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

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

Thank you for your consideration of this serious matter.
Lynette Lucas i
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GENERAL
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Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

I am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am gratefu) 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 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
areas with disproportionately high Medicare populations.

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

To ensure that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal 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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GENERAL
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Leslie V. Norwalk, Esq.
Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

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

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

Thank you for your consideration of this serious matter.
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Leslie V. Norwalk, Esq.
Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

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

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

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

Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

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

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

Thank you for your consideration of this serious matter.
Rick Berry
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Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

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

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

Thank you for your consideration of this serious matter.
Charles Morris
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Centers for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

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

I am writing to express my strongest support for the proposal to increase anesthcsia payments undcr 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.

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

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

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

Thank you for your consideration of this serious matter. This is espeeially important in a state like RI which has such a large Medicare population and this will
help insure access for these patients.

Frances Regas, MD
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Leslie V. Norwalk, Esq.
Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

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

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

Thank you for your consideration of this serious matter.
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GENERAL
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Leslie V. Norwalk, Esq.
Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

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

To ensure that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and 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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Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

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

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

Thank you for your consideration of this serious matter.
Sherry Berry
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Leslie V. Norwalk, Esq.
Acting Administrator

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

P.0O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

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

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

Thank you for your consideration of this serious matter.
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Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

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

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

Thank you for your consideration of this serious matter.
Carmel Morris
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Issue Areas/Comments
GENERAL
GENERAL
Leslie V. Norwalk, Esq.
Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

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

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

Thank you for your consideration of this serious matter.
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See Attachment
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August 31,2007

Via Electronic Submission to: http://www.cms.hhs.gov/eRulemaking
Kerry Weems

Administrator, Centers for Medicare and Medicaid Services— Designate
U.S. Department of Health and Human Services

Attn: CMS-1385-P

7500 Security Boulevard

Baltimore, MD 21244

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

CMS-1385-P
Comments on: RESOURCE-BASED PE RVUs
Dear Mr. Weems:

On behalf of the Prothrombin-time Self Testing (PST) Coalition comprising HemoSense, Inc.,
International Technidyne Corporation and Roche Diagnostics Corporation, we are pleased to submit
comments on the above-captioned Proposed Rule' regarding Prothrombin Time (PT)/International
Normalized Ratio (INR) home monitoring for anticoagulation management. We applaud CMS for
recognizing the serious problem with payment for home PT/INR monitoring created with the transition to
the new resource-based practice expense (PE) relative value unit (RVU) methodology beginning this year,
and we appreciate CMS’s attempt to address this in the Proposed Rule. As explained below, we believe
an error has been made in the proposed adjustment to the equipment time-in-use input, which would
result in a significant underpayment for home PT/INR monitoring. In our comments, we offer several
options to correct this error which fit within the framework of the new resource-based PE RVU
methodology. We urge the Agency to consider these options carefully and to choose whichever approach
CMS believes fits most faithfully within the new PE RVU framework while assuring fair and accurate
payment for this service.

As noted in our comments on the 2007 Proposed Rule and as we discussed during a meeting with the
Agency earlier this year, between October 2002 and December 2006, Medicare’s allowed payments for
home PT/INR monitoring under the Physician Fee Schedule appeared to be adequate to cover physician
and Independent Diagnostic Testing Facility (IDTF) costs for furnishing home PT/INR monitoring
equipment, supplies, and clinical staff support. This was not always the case. When home PT/INR
monitoring coverage was first approved in July 2002, the payment was approximately 40-percent lower.?
The payment increased significantly shortly after coverage was first implemented because CMS
recognized— and corrected— a flaw in the application of the standard practice expense methodology to
home PT/INR monitoring. A similar flaw was introduced when CMS began the transition to the new
resource-based PE RVU methodology this year.

! 72 Fed Reg. 38,122 (Jul. 12, 2007).

? The national unadjusted payment rate for code G0249 “Provide test material .equipm” was $119.09 as of October 1, 2002 and
was $150.83 during 2006.

? The national unadjusted payment rate for code G0249 was $72.40 for July 1 through September 30, 2002.
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L Coding and Practice Expense Inputs for Home PT/INR Monitoring

Home PT/INR monitoring involves the fumnishing, by a physician or IDTF, of a PT/INR monitor (a
prothrombin time test meter), test strips to run in the monitor, lancets for collecting blood samples, and
alcohol swabs for preparing the skin for self-testing of prothrombin time by Patients or their caregivers at
home (or otherwise outside the physician’s office setting) on a weekly basis”. Home PT/INR monitoring
is reported under the following three HCPCS codes to include the technical component service described
above (G0249) as well as an initial training session (G0248) and physician review and interpretation of
the test results (G0250):

Code Descriptor

Demonstration, at initial use, of home INR monitoring for patient with mechanical heart
valve(s) who meets Medicare coverage criteria, under the direction of a physician;
G0248 | includes: demonstrating use and care of the INR monitor, obtaining at least one blood
sample, provision of instructions for reporting home INR test results, and documentation
of patient ability to perform testing

Provision of test materials and equipment for home INR monitoring to patient with
G0249 | mechanical heart valve(s) who meets Medicare coverage criteria; includes provision of
materials for use in the home and reporting of test results to physician; per 4 tests

Physician review, interpretation and patient management of home INR testing for a
G0250 | patient with mechanical heart valve(s) who meets other coverage criteria; per 4 tests
(does not require face-to-face service)

I1. Concern about the Practice Expense Relative Values in the Proposed Rule

Home PT/INR monitoring is an unusual service under the Physician Fee Schedule because it involves the
furnishing of equipment and supplies by physicians or IDTFs for use by patients in their homes. As CMS
correctly observed in the Proposed Rule, each PT/INR “monitor is dedicated for use 24 hours a day and
unavailable for others receiving this service.” Therefore, when applying the PE RVU methodology to
home PT/INR monitoring an issue raises as to the appropriate amount of time-in-use to assign to the
monitor. If the time-in-use is set to the amount of time the patient actually tests his/her PT/INR value (32
minutes under the 2007 Final Rule practice expense files),’ then the practice expense input for the

4 The coverage policy limits coverage to testing no more than once per-week. The 4-test payment units under code G0249 may
reflect weekly testing over a 4 week period or less frequent testing over a longer period. Therefore, the minimum time period
under code G0249 is 28 days.

372 Fed. Reg. 38,122, 38,134 (Jul. 12, 2007).

® Equipment input values for code G0249 in: 2007 Final Rule Direct Practice Expense Inputs.for website.xls (Nov. 8, 2006).
This file shows an equipment price of $2,000, which is also the price shown in the file supporting the 2008 Proposed Rule (2008
NPRM Direct PE Database 1385-P.xls [Jul. 3,2007]). Our reference to this price in these comments as well as use of the term
“price” and “cost” are not intended to suggest that this is the actual purchase price of any specific product sold or offered for sale
by any of the companies comprising the PST Coalition.
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monitor is determined to be only $0.3177 per month (4 tests).” At this rate, it would take 525 years to
recoup the price of the equipment!®

In 2002, CMS staff recognized the difficulty with applying the standard practice expense methodology to
home PT/INR monitoring, which had resulted in the initial inadequate payment rate for code G0249 of
$72.40. To accommodate the difference between home PT/INR monitoring and other equipment paid
under the Physician Fee Schedule, CMS staff applied a straight line amortization of the equipment price
over the useful life of the meter.” This resulted in a 64-percent increase in the payment rate for code
G0249 to $119.09 per 4 tests.

Unfortunately, despite comments we submitted last year, this “hard coded” fix to the PE RV Us for home
PT/INR monitoring was not captured in the new resource-based PE RVU values introduced in 2007. This
resulted in a drop in the PE RVUs for home PT/INR monitoring from 3.97 in 2006 to 3.57 in 2007—a
reduction of ~0-percent. The 2007 Final Rule also indicated that the PE RV Us for home PT/INR
monitoring would drop by a total of ~40-percent with full implementation of the new resource-based PE
RVUs by 2010.

We raised our concerns about the PE RV Us for home PT/INR monitoring with CMS staff at a meeting
this past March, and we were pleased to see that CMS acknowledged these concems in the Proposed
Rule. However, we are puzzled by the proposed correction to increase the time-in-use of the monitor
from 32 minutes to 1,440 minutes. 1.440 minutes is only one 24-hour period. In fact, the monitor is in
use by patients 24 hours a day for at least 28 days for each unit of service of code G0249 (4 weekly tests).
This would translate to 40,320 minutes utilization—not 1,440 minutes.

With 1,440 minutes of time-in-use, one derives an equipment input of $14.30 per 4 tests. This would
translate to a period of 11.7 years to recoup the price of the monitor. This is certainly better than 525
years, but is still nearly 3 times the useful life of the equipment. By contrast, with 40,320 minutes-in-use,
one derives an equipment input of $400.33, which would recoup the price of the monitor in 5 months.
Clearly, neither time-in-use estimate appears appropriate.

If one considers that the equipment time-in-use model comprehends 150,000 minutes per-year at 100-
percent utilization (utilization factor 1.0) and the model uses a fixed SO-percent utilization (utilization
factor 0.5), then the total time available during a 28 day period would be 11,507 minutes for a 28-day
period at 100-percent utilization or 5,753 minutes at 50-percent utilization.'® If we apply 5,753 minutes
as the time-in-use for the monitor, we obtain an equipment input of $57.12 per 4 tests, which would
recoup the price of the equipment in approximately 3 years. We believe this is a more appropriate
estimate of the time-in-use than the proposed 1,440 minutes.

7 Using the $2,000 equipment price, 4 year useful life, 32 minutes-in-use per-4 tests and the equipment cost per minute formula
(1/(minutes per year*usage))*price*((interest rate/(1-(1/((1 Hinterest rate)* life of equipment)))) 4maintenance).

¥ $2,000 price/$0.3177 per month (4 tests) =6,295 months =525 years.

® Through 2004, the equipment was assigned a price of $2,000 and a useful life of 4 years. In the 2005 and 2006 practice expense
input databases, the equipment was assigned a price of $2,000 and a useful life of 5 years.

19 150,000%(28/365)=t1,507 min. 11,507/2=5.753 min.
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I11. Recommendation

We appreciate CMS’s attempt at correcting the problem raised when applying the standard Medicare
Physician Fee Schedule PE RVU methodology to home PT/INR monitoring— especially the application
of the methodology for equipment time-in-use to the PT/INR monitor. As discussed, however, increasing
the minutes-in-use from 32 to 1,440 does not appear to have a rational basis and does not provide for
adequate recoupment of the price of the device. We would propose that CMS consider one of the
following options to correct this error.

1. Increase the minutes-in-use to 5,753. This is consistent with the acknowledgement in the
Proposed Rule that home PT/INR monitors are in use 24 hours a day but capping the utilization at the
maximum time that a device could be in use under the equipment time-in-use model during the
(minimum) 28 day period comprehended by code G0249. This approach is fully consistent with the
statement made in the Proposed Rule and would not require any special exception to the application of the
standard PE RVU equipment model.

2. Decrease the utilization factor to 0.0028. This derives from considering the current 32 minutes-
in-use for code G0249 to the total possible minutes-in-use over the 28 day period of 11,507. This would
yield an equipment input for code G0249 of $56.74 per 4 tests with recoupment of the equipment price in
approximately 3 years. This would maintain use of the equipment time-in-use model, but would involve
a special exception to the utilization factor. We understand that CMS believes it does not have adequate
data to adjust utilization factors generally, but in the case of home PT/INR monitoring, the utilization is
more clearly known than with other technologies given its dedicated use to a single patient and the testing
frequency fixed by the national coverage policy.

3. Amortize the equipment price ($2,000) over the useful life (4 years). This derives directly
from the PE RVU equipment inputs and does not require any assumption about minutes-in-use or the
utilization factor. This would yield an equipment input for code G0249 of $38.46 per 4 weekly tests and
provides recoupment in 4 years by definition. Adopting this method would require CMS to go outside the
standard equipment use model, but it would maintain the approach adopted by CMS from 2002 through
2006 that resulted in an adequate payment amount for this important service.

We believe option 1 would be the most appropriate alternative for CMS to adopt in the Final Rule as it is
rational, consistent with the comments made by CMS in the Proposed Rule and tracks the current
equipment time-in-use model without requiring any special exception. At the same time, we would
support CMS’s adoption of options 2 or 3 as appropriate methods to accommodate home use of PT/INR
monitors under the Medicare Physician Fee Schedule, which was not designed to fit dedicated home use
devices.

* * % %

Anticoagulation therapy with warfarin sodium can reduce the risk of serious thromboembolic events in
patients who are at risk for such events due to mechanical heart valves, atrial fibrillation, deep venous
thrombosis or other thrombophilic disorders. At the same time, therapy with warfarin puts patients at-risk
for significant bleeding if therapy is excessive or thromboembolism if therapy is insufficient. Studies
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have shown that careful monitoring of anticoagulation therapy with home PT/INR can reduce
thromboembolic events, hemorrhagic adverse events and deaths."

Despite the benefits, adoption of the home PT/INR monitoring under Medicare has occurred at a very
slow pace since coverage was first approved in 2002. Reimbursement has been a key factor inhibiting
access to this technology. Until this year, the principal restraint on adoption has been the limited scope of
Medicare coverage; coverage is limited to patients with mechanical heart valves, a relatively small subset
of the overall population undergoing anticoagulation therapy. We are addressing the coverage issue with
the Coverage and Analysis Group through a reconsideration request we submitted in June, and we hope to
have a decision about expanded coverage by the end of March 2008.

Appropriate adoption and use will not occur, however, if the payment rate is inadequate to cover the cost
of the service. The proposed PE RVUs (3.29 for 2008) represent a 17-percent reduction from 2006. The
fully implemented PE RV Us under the Proposed Rule (2.72) represent a 31-percent reduction from 2006.
These proposed rates are simply too low for providers to recover their costs to furnish home PT/INR
monitoring services to patients who can benefit from home monitoring. We urge CMS to correct the PE
RVUs using one of the alternatives recommended above to assure that payment will be adequate to
support appropriate use of this technology.

We appreciate the opportunity to comment on this Proposed Rule. Please contact our reimbursement
counsel, Paul Radensky, M.D.,J.D., at 305.347.6557 or by e-mail at pradensky@mwe.com if you have
any questions about our comments or would like to discuss these further. Thank you for your
consideration of our comments. ,

Sincerely,

/s/ Larry Cohen

Larry Cohen

President

International Technidyne Corporation
/s/ David Phillips

David Phillips

Vice President, Marketing
HemoSense, Inc.

/s/ Anthony Callaway
Anthony Callaway
Director Of Health Policy

Roche Diagnostics Corporation

Cc: Denise Garris, American College of Cardiology
Paul Radensky, M.D., J.D., McDermott, Will & Emery LLP

' Heneghan C, Alonso-Coello P, Garcia-Alamino JM, et al. Self-monitoring of oral anticoagulation: a systematic review and
meta-analysis. Lancet. 2006; 367: 404-11.
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Issue Areas/Comments .

Payment For Procedures And
Services Provided In ASCs

Payment For Procedures And Services Provided In ASCs

Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

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

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

Thank you for your consideration of this serious matter.
Nathan Biggs
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GENERAL
GENERAL
Leslie V. Norwalk, Esq.
Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

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

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

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

OF OPHTHALMOLOGY
The Eye M.D. Association
Suite 700
1101 Vermont Avenue NW
Washington, DC 20005-3570
August 31, 2007 Tel. 202.737.6662
Fax 202.737.7061
Via Electronic Mail hetp://www.azo.org
Mr. Herb Kuhn, Acting Adminstrator
Center for Medicare & Medicaid Services Federal Affairs Bepartment

Department of Health & Human Services

Attention: CMS—1385—P Proposed Revisions to Payment Policies Under
the Physician Fee Schedule for CY2008

P.O. Box 8018

Baltimore, MD 21244-8018

Dear Mr. Kuhn:

The American Academy of Ophthalmology is writing to share our comments
regarding the CY2008 Proposed Medicare Physician Fee Schedule. The
Academy is the world’s largest association of eye physicians and surgeons—
Eye M.D.s—with more than 18,000 members in the U.S. and we appreciate
the opportunity to provide our input on this important regulation.

Our comments will focus on the following provisions in CMS—1385—P:

e Resource based Practice Expense Regulations -- Current Methodology

o Specific Coding Issues Related to the PFS --Reductions in the TC for
Imaging Services Under the PFS to the Qutpatient Department (OPD)
Payment Amount

o Specific Coding Issues Related to the PFS --Additional Codes From the

5-Yr. Review of Work

Development of RVU’s --Adjustments to RVU’s for Budget Neutrality

Issues related to PLI Relative Values

Part B Drug Issues --Average Sales Price (ASP) Issues

Part B Drug Issues --Competitive Acquisition Program (CAP)

Percentage Change to the Medicare Economic Index (MEI)

Division B of the TRHCA 2006 --Section 101(b) PQRI

Division B of the TRHCA 2006 — Section 101(d) PAQI

Resource based Practice Expense (PE) Regulations -- Current
Methodology

The Academy again emphasizes our concerns addressed in both the rules last year
that dealt with changes to the practice expense methodology that received no
acknowledgement from CMS (CMS-1512-PN; Medicare Program; Five Year Review
of Work Relative Value Units and Proposed Changes to the Practice Expense

5




Methodology and CMS-1321 FC and CMS-1317 F: Medicare Program; Revisions
to Payment Policies, Five-Year Review of Work Relative Value Units, Changes to
the Practice Expense Methodology.) Specifically, under the new PE methodology,
the approach of basing the specialty adjusted weight on a weighted average of all
specialties providing a service is flawed.

Rather, we urged that the weight be based on the weight of the specialty or
specialties that represent 95 percent of the total utilization of the appropriate CPT
code and modifier. Otherwise, the practice expense (PE) related payment is
impacted by the practice costs of specialties who do not represent the “typical”
patient. Even more likely, the weight is impacted by coding errors which is
inappropriate and thus unfair to the specialty that provides the service.

We believe that this adjustment is important for codes that are performed by a wide
range of specialties that typically are not performing the entirety of the service. For
example, CPT code 66894 which describes cataract surgery is billed by 19
specialties, even though in reality virtually all of the procedures are performed by
ophthalmologists.

The specialty-based weights impact the PE RVU calculation because the indirect
costs are determined based on the direct cost estimate at the procedure level and the
ratio of direct and indirect costs at the practice level. The Academy has analyzed the
PE RVUs and determined that the alternative approach described below would
correct some of the anomalies that result from the inclusion of specialties that are not
typically related to providing a service.

In addition, we believe that the utilization data used in calculating the weighted
values for CPT 66984 are incorrect and do not reflect the clinical reality of the non-
surgical role of optometrists in the service. The surgical procedure is performed only
by ophthalmologists. The utilization data contained on the CMS website indicates
that 85.4 percent of the utilization of CPT 66984 is associated with an
ophthalmologist while another 14.2 percent is associated with an optometrist and 0.4
percent is associated with some 17 other specialties. The Academy believes that
many of these claims must be due to coding error because this belies the clinical
reality that the surgery is exclusively provided by ophthalmologists.

Optometrists are involved only during the post-procedure period for a limited
number of post-operative visits and not involved in the pre-service, intra-service, and
day of service discharge portions of the procedure. CMS limits this co-management
fee to 20% of the full procedure payment. This clinical reality could be confirmed if
the utilization data at the CPT code level also included modifiers since most
optometrists will bill for CPT code 66984 with the “54” modifier to indicate their
role during the post-operative period.

With the adjustment in the role for optometry and other specialties listed as
providers of 66984, the RVU should be 4.1 percent higher. The proposed
RVU deflates the practice costs associated with this procedure by 14 percent
because the final value is a blend of the practice costs of both ophthalmology
and optometry. The 14 percent utilization estimate is based on inaccurate




data that does not distinguish between the various modifiers used in
conjunction with CPT 66984. When billed correctly, optometrists should use
a “-54” modifier to indicate the service is for post-operative management
only, when one physician performs the post-operative management and
another physician performs the surgical procedure.

If CMS were to base the practice expense calculation to reflect the clinical
reality where the optometrist role is limited to post-operative care, the PE
RVU would be 6.84, or 3.3 percent higher than the current RVU for cataract
surgery. The two alternatives that the Academy proposes does not increase
the PE RVU by a significant percentage. Nonetheless, the change can have a
dramatic impact at the individual practice level and will ensure that the PE
RVU reflects the costs that ophthalmologists incur as they provide services
related to cataract surgery.

The Academy requests that the PE RVU for CPT 66984 be based solely
on ophthalmology utilization, or if a weighting of the optometry practice
costs is necessary, then the weight assigned should reflect the clinical
reality of the provision of a portion of the postoperative service by
optometry. The result will be a PE RVU which better approximates the
resources needed to perform this service.

Resource based Practice Expense (PE) Regulations -- Discussion of
Equipment Usage Percentage

The Academy agrees both with MedPAC and with the AMA RUC that there
are definitely pieces of high cost equipment that are utilized at a much higher
rate then the current 50% rate being used by CMS. Conversely, we also
agree that there are also machines that are typically used at rates that are less
then 50%. The Academy supports the recommendation of the AMA RUC
regarding changes to the utilization percentage for high cost equipment. If
CMS disagrees or is unable to resolve this issue then we would propose that
the Practice Expense Review Committee of the AMA RUC continue to
explore alternative options with the cooperation and input of CMS especially
in the area of sharing data on utilization.

Specific Coding Issues Related to the PFS-- Reductions in the TC for

Imaging Services Under the PFS to the Outpatient Department (OPD)
Payment Amount

The Academy disagrees strongly with the proposal in CMS—1385—P that
would add six ophthalmology codes to the list of procedures that are subject
to the reductions in the Technical Component (TC) for imaging services as
required under the 2005 Deficit Reduction Act (section 5102(b)(1). Per the
provision in the law, imaging and computer-assisted imaging services
includes x-ray, ultrasound (including echocardiography), nuclear medicine
(including PET), magnetic resonance imaging (MRI), computed tomography




(CT), and fluoroscopy but excluding diagnostic and screening mammography
were the technologies targeted for these decreases.

The ophthalmology codes that would now be included absolutely do not
fall under the categories of x-ray, ultrasound, MRI, PET, CT or
fluoroscopy and CMS was correct in its first delineation of these codes as
not being subject to the DRA provisions. CPT Code 92250 is taken via a
wide-angle camera and is used primarily for detecting retinopathy in
diabetics. Additionally, 92235, 92240, 92285 are also all photos, the first two
using injected dyes. For these codes with dye the only difference is that the
negatives are viewed instead of the actual photo. Furthermore, as CMS
indicates in its proposal, the impact of these changes is negligible. The
utilization of these codes is only for eye care services and they have not seen
dramatic increases and in fact most of them remain stable or have in fact
decreased.

Specific Coding Issues Related to the PFS -- Additional Codes From the
5-Yr. Review of Work

The Academy would like to commend CMS for its decision to accept the vast
majority of recommendations from the RUC throughout the 5 Year Review
Process. In particular, we are pleased that the results of the review that
ophthalmology undertook last winter to demonstrate that indeed, similar to
the increased work involved with other evaluation and management office
visits, that the physician work of the evaluation and treatments of patients
seen by ophthalmologists has also similarly increased.

Development of RVU’s —Adjustments to RVU’s for Budget Neutrality

The Academy reiterates its concerns expressed last year about the inconsistent ’
method that CMS has used to apply budget neutrality to the work relative value units
(RVUs) instead of to the conversion factor as has been done previously. The
Omnibus Budget Reconciliation Act of 1989 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 more than $20 million from the expected expenditures without the
new RVU changes. For the final codes remaining from the Five Year Review that
are being implemented in 2008, CMS is proposing to again effect the statutorily
mandated budget neutrality adjustment by developing a new work adjuster. The
Academy strongly objects to this approach and recommends that budget
neutrality be applied to the final conversion factor and not solely to work
relative value units.

Issues Related to PLI Relative Values

The Academy strongly supports the recent discussions and recommendations
of the AMA RUC PLI Workgroup in regards to the issue that there are
inequities that exist between the technical and professional components




regarding PLI RVUs. The work group found that there are no identifiable
separate costs for professional liability for technical professionals.
Therefore, the PLI Workgroup recommends that CMS reduce the PLI
technical component to zero. The PLI RVUs should then be recalculated
to ensure that these PLI RVUs are redistributed across all physician
services.

Part B Drug Issues —Average Sales Price (ASP) Issues

We noted CMS’ proposal to address the bundled pricing concessions offered
by some drug manufacturers as recommended by the MedPAC in its 2007
Report to Congress. However, in that same report MedPAC also pointed to
other problems with the ASP payment program that the Academy requests
that CMS also address expeditiously. First, manufacturers may offer prompt-
pay discounts to wholesalers who pay for their purchases within a specified
time frame. Although these discounts are small in percentage terms, they are
an important source of revenue for wholesalers and are unlikely to be passed
on to the final purchaser (such as a physician). Prompt-pay discounts lower
ASP because they reduce the price manufacturers receive for their products.
When these discounts are not passed on to physicians, Medicare’s ASP may
fall below the average price physicians pay.

Additionally, for those drugs that are only available through wholesalers, it is
not uncommon for these sellers to mark up the price they charge to
physicians. These fees may include wholesaler profit, handling, and shipping
costs. Manufacturers do not receive more for their product and therefore do
not include these fees in calculating ASP. Thus, these markups may result in
drug prices that are high relative to the ASP manufacturers report.

This is the case for one very common ophthalmology drug that is used in the
treatment of age-related macular degeneration, ranibizumab. Currently the
July 2007 ASP payment for this drug is $2,031.11 and our members report
that there cost is $1950 Such a slim margin does not take into account the
storage, handling and other physicians have costs associated with providing
this drug to Medicare patients. These distortions on ASP reduced the margin
to approximately 4% for ranibizumab and the net affect lowers it even
further. We agree strongly with the MedPAC recommendation in their
discussion and recommendation on the bundling issue that CMS gather data
on the acquisition costs to physicians for commonly bundled drugs that they
also gather physician costs on drugs where the payment is reported to be
below or less than the allowed six percent. The Academy recommends,
CMS should review the costs associated with administering drugs in the
office where the ASP price is less than 6% above the acquisition price or
where ASP does not meet the acquisition price.

We fully understand that there is a lower cost non-FDA approved drug
(Avastin) similar to ranibizumab that many ophthalmologists have opted to
use, although CMS does not have a national coverage policy on Avastin and




not all carriers allow payment. In states that private practice physicians are
referring their AMD patients out for hospital-based treatment because they
can not absorb the cost of administering the drug on such a slim ASP margin.

Part B Drug Issues -;Competitive Acquisition Program (CAP)

The Academy has been and remains supportive of the CAP for Part B drugs
administered in the physician’s office. When this program first was initiated
in 2006, more then 300 ophthalmologists signed up to participate. However,
as the program progressed, several issues that impact on our members ability
to provide optimum patient care have caused more then half of those
physicians to abandon the program. We continue to see this program an
alternative to stabilize drug prices and to remove the physician from the high
financial burden of purchasing the drugs. We recommend some modification
and therefore asking for some changes.

The primary reason that ophthalmologists provide drugs in the office is for
the treatment of age-related macular degeneration (AMD.) Currently AMD
is the leading cause of visual impairment in Caucasians over the age of 50 in
the United States, affecting more than 1.5 million people. The development
of Anti-VEGF drugs that inhibit the development of unwanted blood vessels
that cause wet AMD are a major therapeutic advance. This treatment is why
ophthalmologists, especially those that treat retinal disease, participate in the
CAP program. Two of the biggest problems faced by ophthalmologists in the
CAP are discussed in this rule and we would like to provide the following
comments.

. Transporting CAP Drugs: Although ophthalmology is still dominated by
solo or small group practices, more and more ophthalmologists are providing
care in larger group settings. This means that a practice may have more then
one location and some may have several. Under the current statute and rules
the CAP vendor may only send the drugs that have been ordered to one main
address. The burden of getting the drug to the alternative site where the
patient might be seen is on the practice. This has proven to be a deterrent to
many of our members who wish to participate in the CAP program and has
caused others who initially signed up to stop participating. The Academy
strongly supports any effort that will allow the vendor to ship directly to
a satellite office setting where patients would be treated in addition to the
main office and we would request that CMS finalize this proposal as
soon as possible.

. Pre-filled Syringes: The Academy would also welcome the possibility of
rulemaking that was discussed in CMS—1385—P that would allow for
the repackaging of drugs in patient specific doses in pre-filled syringes
upon request from the participating CAP physician. Such an option
would not only reduce wastage from the usage of 100 mg single use vials for
a 1 mg injection as pointed out in the discussion, but it would also ensure
more accurate dosing by eliminating the need to overfill a syringe and most




importantly it eliminates the possibility of microbial infections that can occur
from reconstituting and repackaging drugs. Currently, ophthalmologists who
are participating in the CAP and use bevacizumab must send the drug out to a
compounding pharmacy in order to obtain the appropriate dosage for their
patients. Moving to pre-filled syringes would provide a convenient and safe
alternative for AMD patients. The Academy would not support limiting the
use of pre-filled syringes only to CAP participants because the convenience,
safety and most importantly savings that it would bring should not be limited.
Furthermore, many other drugs are already delivered in such devices so it
would not be fair or feasible to suddenly deny access to such a delivery
mechanism for Medicare beneficiaries.

Percentage Change to the Medicare Economic Index (MEI

The Academy strongly supports the comments of the American Medical
Association urging CMS to reduce the productivity adjustment to the
MEI to 0.65 percentage points, as the Administration has recommended
for other Medicare providers.

We also continue to support the issues laid out in the letter sent from the
Academy and other medical groups in April urging CMS to include in the
MEI any additional inputs that are needed to ensure that the ME]
adequately measures the costs of practicing medicine. Factors (or inputs)
to the MEI are vastly different now then when the MEI was first developed in
the early 1970s, and thus additional inputs may be needed to ensure that the
current MEI adequately measures the costs of practicing medicine. For
example, physicians must comply with an array of government-imposed
regulatory requirements that did not exist in 1973, including those relating to:
Medicare prescription drug plans and compliance, compliance with rules
governing referrals and interactions with other providers; detailed new and
modified coverage policies; advanced beneficiary notices; certificates of
medical necessity; rules governing Medicare dual eligible patients; limited
English proficiency rules; Medicare audits; the Health Insurance Portability
and Accountability Act (HIPAA) and Clinical Laboratory Improvement Act
(CLIA); billing errors; quality monitoring and improvement; and patient
safety. CMS is also promoting the use of electronic medical records and
other new health information technology systems that facilitate physician
participation in quality improvement initiatives. To ensure compliance with
these requirements, physicians often must take actions that increase their
practice costs, including such actions as hiring: additional types of office
staff; attorneys for legal and regulatory compliance; and accountants and
billing companies to ensure proper billing of claims to handle these additional
responsibilities. These types of inputs are not currently taken into account for
purposes of measuring the MEI, and therefore the MEI undervalues actual
medical cost increases.




1.

Division B of the TRHCA 2006 --Section 101(b) PORI

The Academy appreciates CMS’ flexibility and accessibility in the incredibly
short timetable for implementation of this program. Working together, in
short order, we have been able to get approximately 60 percent of
ophthalmologists to participate in the program. This is due in no small part to
CMS recognition of physician-developed measures based on the Academy’s
depth of broadly recognized evidence based guidelines or Preferred Practice
Patterns (PPPs). The Tax Relief and Health Care Act of 2007 (TRHCA) calls
on CMS to continue implementation of PQRI into 2008 and we appreciate
the opportunity to comment on the next phase of this program. The Academy
has the following comments concerning the provisions in the proposed rule:

Table 16 of the proposed rule lists the quality measures that are included in the
2007 Physician Quality Reporting Initiative (PQRI); however, an eye care
measure that was developed by the AMA Physician Consortium for
Performance Improvement (PCPI/Consortium), endorsed by the AQA and
NQF, and included in the 2007 PQRI program is absent from Table 16. The
Academy urges CMS to correct this error and include to the table the
following measure: “dilated macular exam for patients with age-related
macular degeneration.” It is an important measure in enhancing quality care
for patients with the leading cause of blindness in the Medicare population and
for ensuring appropriate use of new treatments that could potentially cost CMS
more than § 1 Billion a year.

In Table 17 of the rule, CMS proposes to include measures in the final 2008
PQRI that have been given NQF endorsement and AQA adoption by
November 15, 2007. The Academy sees a significant omission on this list in
view of newly created eye care measures in the works. The Eye Care
Workgroup of the AMA PCPI has been working on additional eye care
measures since the beginning of 2007 and is scheduled to vote on them October
5,2007. The measures were provided to the AQA Alliance in draft form prior
to the July 12 proposed rule. The PCPI sent the set of 7 new eye care measures
out for public comment on August 21. We expect that several new eye care
measures will be ready for the AQA Alliance meeting on October 18. If these
measures are approved, they would meet the timetable set forth by CMS in the
proposed rule for inclusion in 2008 PQRI. The Academy believes the
following eye are measures should be included in Table 17 for
consideration as 2008 PQRI measures:
e Measure #1 Primary Open-Angle Glaucoma: Reduction of Intraocular
Pressure by 15% or Documentation of a Plan of Care
Measure #2 Primary Open-Angle Glaucoma: Counseling on Glaucoma
Measure #3 Cataracts: Postoperative Complications within 30 Days
Following Cataract Surgery
e Measure #4 Cataracts: 20/40 or Better Visual Acuity within 90 Days
Following Cataract Surgery
e Measure #5 Cataracts: Comprehensive Pre-operative Assessment for
Catarac