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

Dear Mr. Kuhn:

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

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

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

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

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

Sincerely yours,

Michael A. Lee, M.D.
Cardiovascular Consultants Medical Group, Inc.
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CARDIOVASCULAR CONSULTANTS
MEDICAL GROUP, INC.

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

Dear Mr. Kuhn:

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

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

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

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

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

Sincerely yours,

Paul L. Ludmer, M.D.
Cardiovascular Consultants Medical Group, Inc.
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CARDIOVASCULAR CONSULTANTS
MEDICAL GROUP, INC.

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

Dear Mr. Kuhn:

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

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

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

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

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

Sincerely yours,

John R. Krouse, M.D.
Cardiovascular Consultants Medical Group, Inc.
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CARDIOVASCULAR CONSULTANTS
MEDICAL GROUP, INC.

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

Dear Mr. Kuhn:

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

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

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

Moreover, CMS is incorrect in assuming that color flow Doppler is “intrinsic” to the provision of all
echocardiography procedures. I understand that data gathered by an independent consultant and submitted by
the American College of Cardiology and the American Society of Echocardiography confirm that color flow
Doppler is routinely performed in conjunction with CPT code 93307. However, these data, which were
previously submitted to CMS, also indicate that an estimated 400,000 color flow Doppler claims each year are
provided in conjunction with 10 echocardiography imaging codes other than CPT Code 93307, including fetal

. echo, transesophageal echo, congenital echo and stress echo. For many of these echocardiography “base” codes,

the proportion of claims that include Doppler color flow approximates or is less than 50%. More recent data
submitted by the ASE in response to the Proposed Rule confirms that this practice pattern has not changed over
the past several years.

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

Sincerely yours,

Pramodh S. Sidhu, M.D.
Cardiovascular Consultants Medical Group, Inc.
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Re: CMS~— 1385—P; Proposed Physician Fee Schedule and other Part B Payment Policies for CY 2008.
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Dear Mr. Kuhn:

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

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

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

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

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

Sincerely yours,

Neal W. White, M.D.
Cardiovascular Consultants Medical Group, Inc.
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CARDIOVASCULAR CONSULTANTS
MEDICAL GROUP, INC.

Re: CMS— 1385— P; Proposed Physician Fee Schedule and other Part B Payment Policies for CY 2008.

" CODING --ADDITIONAL CODES FROM 5-YEAR REVIEW.

Dear Mr. Kuhn:

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

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

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

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

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

Sincerely yours,

Christopher W. Wulff, M.D.
Cardiovascular Consultants Medical Group, Inc.
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Submitter : Dr. HARINARAYAN BALASUBRAMANIAN
Organization :  Dr. HARINARAYAN BALASUBRAMANIAN
Category : Physician

Issue Areas/Comments

GENERAL

GENERAL
[ SUPPORT THE DOCKET:CMS-1385-P.

1383-P-5369
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CMS-1385-P-5370

Submitter : Dr. Luke Andries Date: 08/08/2007
Organization : ManassasAnesthesiaAssoc
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL
Leslie V. Norwalk, Esq.
Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

Rc: CMS-1385-P
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. Iam pleased that the Agency accepted this recommendation in its proposed rule, and [ support full implementation of the
RUC s recommendation.

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

Thank you for your consideration of this serious matter.

Sincerely yours,
Luke Andries, MD
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CMS-1385-P-5371

Submitter ; Dr. Darrell Nivens Date: 08/08/2007
Organization :  High Plains Anesthesia Consultants
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL
Leslie V. Norwalk, Esq.
Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

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

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

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

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

Thank you for your consideration of this serious matter.

Sincerely,
Darrell T. Nivens, MD
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CMS-1385-P-5372

Submitter : Dr. Jacqueline Hollywood Date: 08/08/2007
Organization:  Dr. Jacqueline Hollywood
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

1 am a practicing cardiologist and am concemed about this revision. The use of color flow doppler does not occur on all exams. This procedure requires additional
time and skill on the part of the technologist and additional physician time to interprete this results. Based on this, color doppler code should remain.

Jacquelone Hollywood MD FACC

Diplomate, National Board of Echocardiography
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CMS-1385-P-5373

Submitter : Dr. Bruce Imerman Date: 08/08/2007
Organization :  South Denver Anesthesiologists
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 rccommended 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 ancsthesiology 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.

Bruce Imerman, MD
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CMS-1385-P-5374

Submitter : Dr. john ryu Date: 08/08/2007
Organization:  medical anesthesia consultants
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL
Leslie V. Norwalk, Esq.
Acting Administrator

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

P.O. Box 8018

Baltimorc, MD 21244-8018

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

Dcar Ms. Norwalk:

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

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

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

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

Thank you for your consideration of this serious matter.

John J. Ryu, M.D.
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CMS-1385-P-5375

Submitter : Dr. Schuyler Newman Date: 08/08/2007
Organization :  Orange Pathelogy Associates, PC

Category : Physician

Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions

August 8, 2007
Thank you for the opportunity to submit comments on the Physician Self-Referral Provisions of CMS-1385-P entitled Medicare Program; Proposed Revisions

to Payment Policies Under the Physician Fee Schedule for Calendar Year 2008. 1 am a board-certified pathologist and a member of the College of American
Pathologists. | practice in Middletown, New York as part of 14 member pathelogy group which practices in eight area hospitals including New York and New
Jersey.

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

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

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

Sincerely,

Schuyler Newman, MD
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CMS-1385-P-5376

Submitter : David Lee Date: 08/08/2007
Organization : David Lee
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL
Leslie V. Norwalk, Esq.
Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dcar Ms. Norwalk:

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 disproportionatcly high Medicare populations.

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

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

Thank you for your consideration of this serious matter.

David J. Lee, M.D.
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CMS-1385-P-5377

Submitter : Dr. James Blair Date: 08/08/2007
Organization:  Sleepwind Anesthesia, PA
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL
See Attachment

CMS-1385-P-5377-Attach-1. PDF
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SLEEPWIND ANESTHESIA, P.A.

Leslie V. Norwalk, Esq. _ 8/8/07
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. 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.

James L. Blair, DO

6248 RIDERS ROAD sleepwind@earthlink.net PHONE  432-272-4368
ODESSA, TEXAS 79762 ﬂ FACSIMILYE 432-272-4378




CMS-1385-P-5378

Submitter : Ms. Lolita Arucan

Organization:  Cardiovascular Consultants Medical Group, Inc
Category : Other Technician

Issue Areas/Comments

Coding— Additional Codes From
S-Year Review

Coding-- Additional Codes From 5-Year Review
see attached

CMS-1385-P-5378-Attach-1.DOC
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CARDIOVASCULAR CONSULTANTS
MEDICAL GROUP, INC.

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

Dear Mr. Kuhn:

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

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

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

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

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

Sincerely yours,

Lolita Arucan, RDCS, ASE Member
Cardiovascular Consultants Medical Group, Inc.




CMS-1385-P-5379

Submitter : Dr. Alexander Aplasca Date: 08/08/2007
Organization :  Orange Pathology Associates, PC

Category : Physician

Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions

August 8, 2007

Thank you for the opportunity to submit comments on the Physician Self-Referral Provisions of CMS-1385-P entitled Medicare Program; Proposed Revisions

to Payment Policies Under the Physician Fee Schedule for Calendar Year 2008. -1 am a board-certified pathologist and a member of the College of American
Pathologists. I practice in Poughkeepsie, New York as part of a 14 member pathology group that practices in area hospitals in New Y ork and New Jersey.

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

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

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

Sinccrely,

Alcxander Aplasca, MD
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CMS-1385-P-5380

Submitter : Dr. Timothy Connelly Date: 08/08/2007
Organization:  Dr. Timothy Connelly
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
Anesthcsia Coding (Part of 5-Year Review)

Dcar Ms. Norwalk:

1 am writing to cxpress my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. 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 cffect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
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. Tam 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-5381

Submitter : Dr. Kelly Herrera Date: 08/08/2007
Organization:  Orange Pathology Associates, PC
Category : Physician

Issue Areas/Comments
Physician Self-Referral Provisions

Physician Self-Referral Provisions

August 8, 2007

Thank you for the opportunity to submit comments on the Physician Self-Referral Provisions of CMS-1385-P entitled Medicare Program; Proposed Revisions

to Payment Policies Under the Physician Fee Schedule for Calendar Year 2008. 1 am a board-certified pathologist and a member of the College of American
Pathologists. 1 practice in Middletown, New York as part of a 14 member pathology group that practices in area hospitals in New York and New Jersey.

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

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

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

Sincerely,

Kelly Herrera, MD
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CMS-1385-P-5382

Submitter : Dr. Leon Isaac Date: 08/08/2007
Organization:  Orange Pathology Associates, PC

Category : Physician

Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions

August 8, 2007

Thank you for the opportunity to submit comments on the Physician Self-Referral Provisions of CMS-1385-P entitled Medicare Program; Proposed Revisions

to Payment Policies Under the Physician Fee Schedule for Calendar Year 2008. I am a board-certified pathologist and a member of the College of American
Pathologists. I practice in Poughkeepsie, New York as part of a 14 member pathology group that practices in area hospitals in New York and New Jersey.

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

Specifically I support the cxpansion of the anti-markup rule to purchascd pathology interpretations and the exclusion of anatomic pathology from the in-office
ancillary services exception to the Stark law. These revisions to the Medicare rcassignment rule and physician self-referral provisions are necessary to eliminate
financial self-interest in clinical decision-making. I believe that physicians should not be able to profit from the provision of pathology services unless the
physician is capable of personally performing or supervising the service.

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

Sincerely,

Leon A. Isaac, MD
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CMS-1385-P-5383

Submitter : Dr. Samuel Louie Date: 08/08/2007
Organization :  Orange Pathology Associates, PC

Category : Physician

Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions

August 8, 2007

Thank you for the opportunity to submit comments on the Physician Self-Referral Provisions of CMS-1385-P entitled Medicare Program; Proposed Revisions

to Payment Policies Under the Physician Fee Schedule for Calendar Year 2008. I am a board-certified pathologist and a member of the College of American
Pathologists. | practice in Goshen, New York as part of a 14 member pathology group that practices in area hospitals in New York and New Jersey.

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

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

Opponents to these proposed changes assert that their captive pathology arrangements enhance patient care. 1 agree that the Medicare program should ensure that
providers furnish care in the best interests of their patients, and, restrictions on physician self-referrals are an imperative program safeguard to ensure that clinical
decisions are determined solely on the basis of quality. The proposed changes do not impact the availability or delivery of pathology scrvices and are designed
only to remove the financial conflict of interest that compromises the integrity of the Medicare program.

Sincerely,

Samuel Louie, MD
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CMS-1385-P-5384

Submitter : Dr. Nader Okby Date: 08/08/2007
Organization :  Orange Pathology Associates, PC

Category : Physician

Issue Areas/Comments

Physician Seif-Referral Provisions

Physician Self-Referral Provisions

August 8, 2007

Thank you for the opportunity to submit comments on the Physician Self-Referral Provisions of CMS-1385-P entitled Medicare Program; Proposed Revisions

to Payment Policies Under the Physician Fee Schedule for Calendar Year 2008. I am a board-certified pathologist and a member of the College of American
Pathologists. I practice in Middletown, New York as part of a 14 member pathology group that practices in area hospitals in New York and New Jersey.

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

Specifically I support the expansion of the anti-markup rule to purchased pathology interpretations and the exclusion of anatomic pathology from the in-office
ancillary services cxception to the Stark law. These revisions to the Medicare reassignment rule and physician self-referral provisions are necessary to eliminate
financial self-interest in clinical decision-making. [ believe that physicians should not be able to profit from the provision of pathology services unless the
physician is capable of personally performing or supervising the service.

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

Sincerely,

Nader Okby, MD
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CMS-1385-P-5385

Submitter : Dr. Carol Blum Date: 08/08/2007
Organization : ASA
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

CMS 1385 P As a practicing anesthesiologist since 1981, ] am in a field ] love, and one of great responsibility. The anesthesia conversion factor has been
grossly undervalued, and correcting it is long overdue. 1am not asking for you to "make me rieh" as some would say, but to be fair in your reimbursement
methodology.
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CMS-1385-P-5386

Submitter : Dr. Drew Olsen Date: 08/08/2007
Organization:  Orange Pathology Associates, PC

Category : Physician

Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions

August 8, 2007

Thank you for the opportunity to submit comments on the Physician Self-Referral Provisions of CMS-1385-P entitled Medicare Program; Proposed Revisions

to Payment Policies Under the Physician Fee Schedule for Calendar Year 2008. 1 am a board-certified pathologist and a member of the College of American
Pathologists. | practice in Suffern, New York as part of a 14 member pathology group that practices in area hospitals in New York and New Jersey.

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

Spccifically 1 support the expansion of the anti-markup rule to purchased pathology interpretations and the exelusion of anatomic pathology from the in-office
ancillary services exception to the Stark law. These revisions to the Medicare reassignment rule and physician self-treferral provisions are necessary to eliminate
financial self-interest in clinical decision-making. 1 believe that physicians should not be able to profit from the provision of pathology services uniess the
physician is capabie of personally performing or supervising the service.

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

Sincerely,

Drew Olsen, MD
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CMS-1385-P-5387

Submitter : Dr. juan Vazquez Bauza Date: 08/08/2007
Organization :  Mid America Cardiovascular Institute

Category : Physician

Issue Areas/Comments

Coding-- Additional Codes From
5-Year Review

Coding-- Additional Codes From 5-Year Review

Re: CMS 1385 P; Proposed Physician Fee Schedule and other Part B Payment Policies for CY 2008. CODING --ADDITIONAL CODES FROM 5-YEAR
REVIEW.
1 am writing to object to CMS s proposal to bundle Medicare payment for color flow Doppler (CPT Code 93325) into all echocardiography base services. This
proposal would discontinue separate Medicare payment for color flow Doppler effective on January 1, 2008, on the grounds that color flow Doppler has become

intrinsic to the performance of all echocardiography procedures.

I am physician who provides and has provided echocardiography services to Medicare patients and others for the last 17 years. Your proposal is one that ignores
several important facts.

First; it ignores the past. Those who do not know the past are condemn to repeat the mistakes in the future. CMS 1385 P argument is the same that was proposed
to bundle EKG as part of the physical exam. This proposal went no where, in part due to the fact that people stopped doing EKG s. When CMS opted to bundle
the performance of M-mode echocardiography in conjunction with two-dimensional echocardiography, the number of centers performing the M-mode modality
almost disappeared. This echocardiographic modality added to the sensitivity of the echocardiogram overall, and was very technician dependent, thus requiring
more time from the sonographer in performing and acceptable test. Since its elimination there has been no motivation in performing such a time consuming study
and thus the overall quality of the study and diagnostic yield has decrease.

Second, it goes against the P4P initiative from CMS. By eliminating the payment, you will be eliminating the performance of the color flow modality. By
climinating the payment of the modality, you will further diminish the diagnostic yield of the echocardiogram as a diagnostic tool. In conjunction with two-
dimcnsional cchocardiography, color Doppler typically is used for identifying cardiac malfunction (such as valvular regurgitation and intracardiac shunting), and
for quantitating the severity of these lesions. This information can not be obtained without the use of the color flow Dopplcr. In particular, color Doppler
information is critical to the decision-making process in patients with suspicion of heart valve disease and appropriate selection of patients for valve surgery or
medical management. Color Flow Doppler is also paramount in the evaluation of patient with heart failure, and angina among others. In addition, color flow
Doppler is important in the accurate diagnosis of many other cardiac conditions. With less accurate diagnostic tools, the performance will also decrease. The
current CMS proposal attempts against the P4P initiative.
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CMS-1385-P-5388

Submitter : Dr. David Rubin Date: 08/08/2007
Organization :  Orange Pathology Associates, PC

Category : Physician

Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions

August 8, 2007

Thank you for the opportunity to submit comments on the Physician Self-Referral Provisions of CMS-1385-P entitled Medicare Program; Proposed Revisions

to Payment Policies Under the Physician Fee Schedule for Calendar Year 2008. | am a board-certified pathologist and a member of the College of American
Pathologists. I practice in Suffern, New York as part of a 14 member pathology group that practices in area hospitals in New York and New Jerscy.

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

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

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

Sincerely,

David Rubin, MD
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CMS-1385-P-5389

Submitter : Dr. John Protic Date: 08/08/2007
Organization :  Mid Atlantic Pathology Services, PA

Category : Physician

Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions

August 8, 2007

Thank you for the opportunity to submit comments on the Physician Self-Referral Provisions of CMS- 1385-P entitled Medicare Program; Proposed Revisions

to Payment Policies Under the Physician Fee Schedule for Calendar Year 2008. 1am a board-certified pathologist and a member of the College of American
Pathologists. | practice in Elizabeth, New Jersey as part of a 14 membcr pathology group that practices in area hospitals in New York and New Jersey.

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

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

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

Sinccrely,

John Protic, MD
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CMS-1385-P-5390

Submitter : Dr. Richard Schwartz Date: 08/08/2007
Organization:  Orange Pathology Associates, PC

Category : Physician

Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions

August 8, 2007

Thank you for the opportunity to submit comments on the Physician Self-Referral Provisions of CMS-1385-P entitled Medicare Program; Proposed Revisions

to Payment Policies Under the Physician Fee Schedule for Calendar Year 2008. I am a board-certified pathologist and 2 member of the College of American
Pathologists. I practice in Poughkeepsie, New York as part of a 14 mcmber pathology group that practices in area hospitals in Ncw York and New Jersey.

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

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

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

Sincerely,

Richard Schwartz, MD

Page 397 of 547 August 13 2007 09:09 AM




CMS-1385-P-5391

Submitter : Gaelan Luhn Date: 08/08/2007
Organization : Gaelan Luhn
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

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

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

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

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4,00 per anesthesia unit and serve as a major step forward in correcting the long-standing
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 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.

Gaelan Luhn
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CMS-1385-P-5392

Submitter : Dr. Steven Smith Date: 08/08/2007
Organization :  Orange Pathology Associates, PC

Category : Physician

Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions

August 8, 2007

Thank you for the opportunity to submit comments on the Physician Self-Referral Provisions of CMS-1385-P entitled Medicare Program; Proposed Revisions

to Payment Policies Under the Physician Fee Schedule for Calendar Year 2008. I am a board-certified pathologist and a member of the College of American
Pathologists. I practice in Cortlandt Manor, New York as part of a 14 member pathology group that practices in arca hospitals in New York and New Jersey.

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

Specifically [ support the expansion of the anti-markup rule to purchased pathology interpretations and the exclusion of anatomic pathology from the in-office
ancillary services exception to the Stark law. These revisions to the Medicare rcassignment rule and physician self-referral provisions are necessary to eliminate
financial self-interest in clinical decision-making. I believe that physicians should not be able to profit from the provision of pathology services unless the
physician is capable of personally performing or supervising the service.

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

Sincercly,

Steven Smith, MD
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Submitter : Dr. Thomas Snopek Date: 08/08/2007
Organization :  Orange Pathology Associates, PC

Category : Physician

Issue Areas/Comments

Physician Seif-Referral Provisions

Physician Self-Referral Provisions

August 8, 2007

Thank you for the opportunity to submit comments on the Physician Self-Referral Provisions of CMS-1385-P entitled Medicare Program; Proposed Revisions

to Payment Policies Under the Physician Fee Schedule for Calendar Year 2008. 1am a board-certified pathologist and a member of the College of American
Pathologists. I practice in Suffern, New York as part of a 14 member pathology group that practices in area hospitals in New York and New Jersey.

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

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

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

Sinccrely,

Thomas J. Snopek, MD
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Submitter : Dr. Manjula Vara Date: 08/08/2007
Organization:  Mid-Atlantic Pathology Services, PA

Category : Physician

Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions

August 8, 2007

Thank you for the opportunity to submit comments on the Physician Self-Referral Provisions of CMS-1385-P entitled Medicare Program; Proposed Revisions
to Payment Policies Under the Physician Fee Schedule for Calendar Year 2008. [ am a board-certified pathologist and a member of the College of American
Pathologists. I practiee in Elizabeth, New Jersey as part of a 14 member pathology group that practices in area hospitals in New York and New Jersey.

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

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

Opponents to these proposed changes assert that their captive pathology arrangements enhance patient care. 1 agree that the Medicare program should ensure that
providers furnish care in the best interests of their patients, and, restrictions on physician self-referrals are an imperative program safeguard to ensure that clinical
decisions are determined solely on the basis of quality. The proposed changes do not impact the availability or delivery of pathology services and are designed
only to removc the financial conflict of interest that compromises the intcgrity of the Medicare program.

Sinccrely,

Manjula Vara, MD

Page 401 of 547 August 13 2007 09:09 AM




CMS-1385-P-5395

Submitter : Dr. Jennifer Wilken Date: 08/08/2007
Organization:  Orange Pathology Associates, PC

Category : Physician

Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions

August 8, 2007

Thank you for the opportunity to submit comments on the Physician Self-Referral Provisions of CMS-1385-P entitled Medicare Program; Proposed Revisions

to Payment Policies Under the Physician Fee Schedule for Calendar Year 2008. I am a board-certified pathologist and a member of the College of American
Pathologists. I practice in Middletown, New York as part of a 14 member pathology group that practices in area hospitals in New York and New Jersey.

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

Specifically I support the expansion of the anti-markup rule to purchased pathology interpretations and the exclusion of anatomic pathology from the in-office
ancillary scrvices exception to the Stark law. These revisions to the Mcdicare reassignment rule and physician self-referral provisions are hecessary to eliminate
financial self-interest in clinical decision-making. I believe that physicians should not be able to profit from the provision of pathology services unless the
physician is capable of personally performing or supervising the service.

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

Sincerely,

Jennifer Wilken, MD
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CMS-1385-P-53%6

Submitter : Mr. Steve Franks Date: 08/08/2007
Organization : St Francis Health System
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL

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

Dear Mr. Kuhn:

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

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

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

Moreover, CMS is incorrect in assuming that color flow Doppler is intrinsic to the provision of all echocardiography procedures. 1 understand that data gathered
by an independent consultant and submitted by the American Collcge of Cardiology and the American Society of Echocardiography confirm that color flow
Doppler is routincly performed in conjunction with CPT code 93307. However, these data, which were previously submitted to CMS, also indicate that an
estimated 400,000 color flow Doppler claims each year are provided in conjunction with 10 echocardiography imaging codes othcr than CPT Code 93307,
including fetal echo, transesophageal echo, congenital echo and stress echo. For many of these echocardiography base codes, the proportion of claims that
include Doppler color flow approximates or is less than 50%. More recent data submitted by the ASE in response to the Proposed Rule confirms that this practice
pattern has not changed over the past several years.

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

Sincerely yours,

J. Steven Franks, RDCS, RCS, FASE
Director Non-Invasive Cardiology

St Francis Health System
Greenville, SC 29601
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CMS-1385-P-5397

Submitter : Mrs. Sandra Daughtry Date: 08/08/2007
Organization :  North Florida Regional Medical Center
Category : Hospital

Issue Areas/Comments

Coding-- Additional Codes From
S5-Year Review

Coding-- Additional Codes From 5-Year Review

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

Dear Mr. Kuhn:

As a cardiac sonographer who provides echocardiography services to Medicare patients and others in Gainesville, Fl, I am writing to object to CMS s proposal to

bundle Medicare payment for color flow Doppler (CPT Code 93325) into all echocardiography base services. This proposal would discontinue separate
Medicare payment for color flow Doppler effective on January 1, 2008, on the grounds that color flow Doppler has become intrinsic to the performance of all
echocardiography procedures.

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

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

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

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

Sincerely yours,
Sandra Daughtry, CMET
Supervisor Non-Invasive Cardiology
North Florida Regional Medical Center
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CMS-1385-P-5398

Submitter : Ms. Cheryl Johnson Date: 08/08/2007
Organization:  Western Carolina University
Category : Other Health Care Professional
Issue Areas/Comments
Background
Background

August 20, 2007

Ms. Leslie Norwalk, JD

Acting Administrator

Centers for Medicare & Medicaid Services

Department of Health and Human Services

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

Dear Ms. Norwalk:

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

This increase in Medicare payment is important for several reasons.

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

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

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

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

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

Sincerely,
Cheryl A. Johnson, CRNA, MSN

436 New Haw Creek Rd
Asheville, NC 28805
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CMS-1385-P-5399

Submitter : Dr. Chris Faust Date: 08/08/2007
Organization:  University of lowa Hospitals and Clinics
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

sec attachment

CMS-1385-P-5399-Attach-1.DOC
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Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

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

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

Thank you for your consideration of this serious matter.




CMS-1385-P-5400

Submitter : Dr. Joss Thomas Date: 08/08/2007
Organization:  University of lowa
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. | 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 a2 move that 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 considcration of this serious matter.
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CMS-1385-P-5401

Submitter : Dr. William Bolding Date: 08/08/2007
Organization :  critical health systems
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. 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 systermn in which anesthesiologists are being forced away from
areas with disproportionately high Medicare populations.

In an cffort to rectify this untcnablc situation, the RUC rccommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation 2 move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing

undcrvaluation of anesthesia services. 1 am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To 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 anesthcsia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.
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CMS-1385-P-5402

Submitter : Dr. william johnston Date: 08/08/2007
Organization :  scott & white hospital
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. | 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 comparcd to
other physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionately high Medicare populations.

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

Thank you for your consideration of this serious matter.
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CMS-1385-P-5403

Submitter : Dr. Larry Hopkins Date: 08/08/2007
Organization :  Anesthesia Consultants of Indianapolis Inc.
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL
see attachment

CMS-1385-P-5403-Attach-1.DOC
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Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244- 8018

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

- Dear Ms. Norwalk:

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

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

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

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

Thank you for your consideration of this serious matter.




CMS-1385-P-5404

Submitter ; Dr. Katherine Grichnik ' Date: 08/08/2007
Organization :  Duke University Medical Center
Category : Physician

Issue Areas/Comments

Coding-- Additional Codes From
5-Year Review

Coding-- Additional Codes From 5-Year Review

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

Dear Mr. Kuhn:

As a physician who provides echocardiography services to Medicare patients and others at Duke University Medical Center, | am writing to object to CMS s
proposal to bundle Medicare payment for color flow Doppler (CPT Code 93325) into all echocardiography base services. This proposal would discontinue
separate Medicare payment for color flow Doppler effective on January 1, 2008, on the grounds that color flow Doppler has become intrinsic to the performance
of all echocardiography procedures.

In conjunction with two-dimensional echocardiography, color Doppler typically is used for identifying cardiac malfunction (such as valvular regurgitation and
intracardiac shunting), and for quantifying the severity of these lesions. In particular, color Doppler information is critical to the decision-making process in
patients with heart valve disease undergoing valve surgery. It also allows us echocardiographers in the operating room to guide our surgical colleagues on the
indication for valve surgery and immediately evaluate results of surgery. Each of these assessments is crucial to the short and long term outcome of our patients. In
addition, color flow Doppler is important in the accurate diagnosis of many other cardiac conditions.

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

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

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

Sinccrely yours,
Katherine P Grichnik, MD, FASE

Periopcrative Echocardiography Service
Duke University Medical Center
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CMS-1385-P-5405

Submitter : Dr. Thomas Touney Date: 08/08/2007
Organization :  University of lowa Hospitals and Clinics
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Serviccs
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 ingrease 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 carc, mostly due to significant undervaluation of anesthcsia work compared to
other physician services. Today, more than 2 decade since the RBRVS took effect, Medicare payment for anesthesia scrvices stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are bemg 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 foilow through with the proposal in the Federal Register
by fully and immediately implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious mattcr.
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CMS-1385-P-5406

Submitter : Dr. Larry Hopkins
Organization :  Anesthesia Consultants of Indianapolis Inc.
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL
See Attachment

CMS-1385-P-5406-Attach-1.DOC
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Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

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

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

Thank you for your consideration of this serious matter.

Sincerely,

Larry A. Hopkins M.D.



CMS-1385-P-5407

Submitter : Dr. John Murphy Date: 08/08/2007
Organization : ASA Member
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL
See attachment

CMS-1385-P-5407-Attach-1.DOC
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Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O.Box 8018

Baltimore, MD 21244-8018

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

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

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care,
mostly due to significant undervaluation of anesthesia work compared to other physician
services. Today, more than a decade since the RBRVS took effect, Medicare payment
for anesthesia services stands at just $16.19 per unit. This amount does not cover the cost
of caring for our nation’s seniors, and is creating an unsustainable system in which
anesthesiologists are being forced away from areas with disproportionately high
Medicare populations. As a permanent resident of the USA for the past six years
(formerly practicing in Canada and Middle East), the status of anesthesia in the USA
concerns me, and while remuneration is not paramount to all anesthesiologists, I do
believe that it is a fact of life that even professionals have the need to feel valued.

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.
It appears to me a greater difference in remuneration exists between medical and surgical
specialties in the USA than in Canada; I applaud CMS for taking steps to correct this
discrepancy. 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.

J Thomas Murphy MD FRCPC




CMS-1385-P-5408

Submitter : Dr. Nathan Olsen Date: 08/08/2007
Organization :  Dr, Nathan Olsen
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)

Dcar Ms. Norwalk:

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

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

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

To cnsurc that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and 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-5409

Submitter : Dr. James Madrian Date: 08/08/2007
Organization : University of Iowa
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

As a resident anesthesiologist 1 see on a daily basis how adequate funding/reimbursement affects the quality of care we ean provide. 1 strongly support this measure
to increase payment.
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Submitter : Ms. Jennifer Mesch

Organization:  University Medical Center at Princeton
Category : Other Technician

Issue Areas/Comments

Coding-- Additional Codes From
5-Year Review

Coding-- Additional Codes From 5-Year Review
As an RDCS, I oppose the subtraction of payment for Color Flow Doppler.

1. Color Flow Doppler is indeed an integral part of most echocardiograms, but not for ali echocardiograms.
2. When Color Flow Doppler IS performed, it eonstitutes roughly one third of the effort for an echocardiogram, both on the part of the Sonographer and the
Physician. It takes a lot of training, skill and talent for the Sonographer and the Physician to interrogate cardiac structures with Color Flow Doppler and is the

Date: 08/08/2007

determining factor in many diagnoses. 2-D imaging, Spectral Doppler and Color Flow Doppler really are separate entities that are all important parts of

echocardiography.

3. Subtracting both the option to perform an echocardiogram without Color Flow Doppler AND the proper reimbursement for it would be extremely detrimental

to a labor intensive study.
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Submitter : Dr. David Wells Date: 08/08/2007
Organization :  Dr. David Wells

Category : Physician

Issue Areas/Comments

Coding-- Additional Codes From
5-Year Review

Coding-- Additional Codes From 5-Year Review

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

Dear Mr. Kuhn:

As a physician who provides echocardiography services to Medicare patients and others in Miami,F1 I am writing to object to CMS s proposal to bundle
Medicare payment for color flow Doppler (CPT Code 93325) into all echocardiography base services. This proposal would discontinue separate Medicare
payment for color flow Doppler effective on January 1, 2008, on the grounds that color flow Doppler has become intrinsic to the performance of all
echocardiography proccdures.

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

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

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

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

Sincercly yours,

David Wells
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Submitter : Dr. Leonard Zwerling Date: 08/08/2007
Organization :  Dr. Leonard Zwerling

Category : Physician

Issue Areas/Comments

Coding— Additional Codes From
5-Year Review

Coding-- Additional Codes From 5-Year Review

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

Dear Mr. Kuhn:

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

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

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

Moreover, CMS is incorrect in assuming that color flow Doppler is intrinsic to the provision of all echocardiography procedures. 1 understand that data gathered
by an independent consultant and submitted by the American College of Cardiology and the American Society of Echocardiography confirm that color flow
Doppler is routinely performed in conjunction with CPT code 93307. However, these data, which were previously submitted to CMS, also indicate that an
cstimated 400,000 color flow Doppler claims each ycar are provided in conjunction with 10 echocardiography imaging codes other than CPT Code 93307,
including fetal echo, transesophageal echo, congenital echo and stress echo. For many of these echocardiography base codes, the proportion of claims that
include Doppler color flow approximates or is less than 50%. More recent data submitted by the ASE in response to the Proposed Rule confirms that this practice
pattern has not changed over the past several years.

For these reasons, I urge you to refrain from finalizing the proposed bundling of color flow Doppler into other echocardiography procedures, and to work closely
with the American Society of Echocardiography to address this issue in 2 manner that takes into account the very real resources involved in the provision of this
important service.

Sincerely yours,

Leonard Zwerling, MD
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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:

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.

Mark Bedillion, MD
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Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Please follow through with the increase in anesthesia unit reimbursement. Our specialty has been under compensated ($15-$16 per 15 minutes of work) for many
years. This is not a sustainable reimbursement and barely covers overhead of practice. If not corrected, this will potentially adversely cffect the availability and
quality of anesthesia care to our older citizens.

Thank you for your consideration,

Robert Frerichs MD
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Submitter : Luke Bedillion Date: 08/08/2007
Organization : Luke Bedillion

Category : Individual

Issue Areas/Comments

GENERAL

GENERAL

Re: CMS-1385-P Anesthesia Coding (Part of 5-Year Review) Dear Ms. Norwalk: I am writing to express my strongest support for the proposal to increase
anesthesia payments under the 2008 Physician Fee Schedule. The proposed changes will support the physician anesthesiologists in a fair payment for their
important services. The anesthesiologists have been relatively underpaid under the present system. Thank you, Luke Bedillion
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Issue Areas/Comments
GENERAL
GENERAL

Norwalk: | am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. The proposed
changes will support the physician anesthesiologists in a fair payment for their important services. The anesthesiologists have been relatively underpaid under the

present system. Thank you, Caroline Bedillion
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Issue Areas/Comments
GENERAL
GENERAL

Norwalk: I am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. The proposed
changes will support the physician anesthesiologists in a fair payment for their important services. The anesthesiologists have been relatively underpaid under the
present system. Thank you, William Bedillion
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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:

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

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

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

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

Thank you for your consideration of this serious matter.
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