CMS-1385-P-6546

Submitter : Dr. Farrell Hass Date: 08/18/2007
Organization :  Ouachita Regional Anesthesia

Category : Physician

Issue Areas/Comments

Resource-Based PE RVUs

Resource-Based PE RVUs

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

Dcar Ms. Norwalk:

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

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

In an cffort to rectify this untenable situation, the RUC recommended that CMS incrcase the anesthcsia 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
undcrvaluation of anesthesia services. 1 am pleased that the Agency accepted this rccommendation in its proposcd rule, and I support full implementation of the
RUC s recommendation.

To ensure that our patients have access to cxpert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal 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.
Farrell D Hass, MD
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CMS-1385-P-6547

Submitter : Dr. Guy Edelman Date: 08/18/2007
Organization :  University of Illinois College of Medicine
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL
See Attachment

CMS-1385-P-6547-Attach-1.DOC

CMS-1385-P-6547-Attach-2.DOC
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#6557

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.

Additionally, as a physician working in a teaching institution I feel that the Teaching
Rule limiting compensation for concurrent resident supervision is also ripe for
reconsideration. In an environment of ever-diminishing overall reimbursement, the
Teaching Rule has posed an additional stress upon the fiscal viability of many academic
anesthesiology departments. The once dominant research role of American
anesthesiology, responsible for much of the innovation and safety strides made in my
profession, has now been largely relinquished to better supported centers in Europe and
Asia. Revocation or modification of the Rule would be a vital step in partially restoring
the funding which once supported the American pre-eminence in Anesthesiology




Thank you for your consideration of this serious matter.

Dr. Guy Edelman

Associate Professor of Anesthesiology
University of Illinois College of Medicine
Chicago, Illinois 60612




CMS-1385-P-6548

Submitter : Mr. Michael Napierala Date: 08/18/20607
Organization:  Peak Performance PT

Category : Physical Therapist

Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions

1 appreciate the opportunity to share my concems regarding Physician Sclf-Referral for PT scrvices. As you know, the Stark Law was intended to protect the
publie from situations where their medical services might be influenced unnecessarily by profit motives in situations where physicians werc able to make referrals
directly to related health care services in which they had ownership.

The exception for PT services in this law unfortunately allows for this very concern to remain an everpresent risk for Medicare patients.  This loophole allows
physicians to refer directly to PT services within their office or building, allowing for the potential for profit motives to cloud decision making regarding patient
care. A number of studies have clearly shown this to be the case. Physicians who own PT services refer patients more often and patient visits are higher for a
given diagnosis than at non-physician owned clinics.

The argument that such referrals are fqr convenience of the patient do not hold truc for PT services since these are typically not single infrequent visits, such as
physician visits to a particular office, but rather are recurring visits on a 1-3x/wk basis that would requirc rcgular return travel. Any other local outpatient PT
clinic would then be just as convenient for the paticnt.

1 urge you to consider removal of PT from the exceptions to the Sclf-Rcferral Law in order to remain consistent with the original spirit of this law in its cfforts to
protect Mcdicarc paticnts from profit driven referral choices. One clear cxample is the high “in-housc™ rcferral of paticnts within local hospital systems to their
own facility. Quality and travcl easc remain poor excuscs for such referrals, and only serve to distract from the obvious decision to improve profits of commonly
owned health carc services.

Thank you for your thoughtful considcration of this issue.

Sincerely,

Mike Napicrala, PT, SCS, CSCS
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CMS-1385-P-6549

Submitter : Dr. Jerome Bronikowski Date: 08/18/2007
Organization:  Dr. Jerome Bronikowski
Category : Physician
Issue Areas/Comments
Impact
Impact

Sirs--1 nced to let you know that the current Medicare rcimbursement for physician scrvices for Anesthesiologists is totally inadcquate. Do you realize that under
Medicare assignment, 1 am paid approximately $52 per hour for providing Anesthcsia to a Medicare patient but that my overhead to hirc a CRNA or Anesthesia
Assistant to also contribute to this patient's care is over $85 an hour. I cannot continue to provide this service and makc a living and thus will soon discontiue
service to Medicare patients in my hospital. Where they will be sent for this service is is question. Thus, I am urging you to update the Medicare fees paid to
Anesthesia providers. Thank-you very much. Jcrome BronikowskiM.D.
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CMS-1385-P-6550

Submitter : Mr. Marc Lacroix

Organization:  Mr. Marc Lacroix

Category : Physical Therapist
Issue Areas/Comments

GENERAL

GENERAL

Mr. Kerry N. Weems

Administrator - Designate

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

P.O. Box 8018

Baltimore, MD 21244-8018.

Subject: Medicare Program; Proposcd Revisions to Payment Policies under the Physician Fee Schedule, and Other Part B Payment Policies for CY 2008;

Proposcd Rule

Physician "incident to” cxccption to physical therapy

| am a physical therapist with 31 years cxperience. 1 would like to tell you that allowing "incident to" physical therapy is bad for paticnts. Today on Saturday |
was working in a hospital and was paiged to the emergency department. It was to tcach someonc to ambulate with a walker duc to hip pain. As I cvaluated the
patient | found the patient had an Sacroiliac alignment issue. | treated this issue and the patient was able to ambulate without an assistive devive. The MD who
initiated the consult did not have the expertise that a physical therapist does to perform this evaluation. Incident to would have had a lesser trained individual

teach the person how to walk with a walker and the patient would still be in pain.
The medicare beneficiaries deserved better then this.

Thank you for allowing me to share my experience
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CMS-1385-P-6551

Submitter : Mrs. Amanda Kelley Date: 08/18/2007
Organization:  Nurse Anesthetist Student
Category : Other Health Care Provider
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 Baltimore, MD 21244 8018

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

Dcar Ms. Norwalk:

As a member of thc Amcrican Association of Nursc Anesthetists (AANA), 1 writc to support the Centers for Mcdicarc & Mcdicaid Scrvices (CMS) proposal to
boost the valuc of anesthcsia work by 32%. Under

CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008 compared with current levels. (72 FR 38122, 7/12/2007) If
adopted, CMS proposal would help to

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

This increase in Medicare payment is important for several reasons.

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

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

privatc market rates.

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

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

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

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

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

underserved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The availability of anesthesia services depends in part on fair
Medicare payment for them. I support the

agency s acknowledgement that anesthesia payments have been undervalued, and its proposal to increase the valuation of anesthesia work in a manner that boosts
Medicare anesthesia payment. .

Sincercly,
Amanda Kelley, Student Nurse Anesthetist

8103 Old London Road
North Charleston, SC 29406
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CMS-1385-P-6552

Submitter : James Ferguson Date: 08/18/2007
Organization : James Ferguson
Category : Other Practitioner
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 Amecrican Association of Nurse Ancsthctists (AANA), [ writc to support the Centers for Mcdicare & Medicaid Scrvices (CMS) proposal to
boost the value of anesthesia work by 32%. Under CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008 compared
with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to ensure that Certified Registered Nurse Anesthetists (CRNAs) as
Mecdicare Part B providers can continuc to providc Medicare bencficiarics with access to ancsthesia services.

This increasc in Mcdicare payment is important for several reasons.

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

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

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

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable growth rate (SGR) cut to Medicare payment, an average
12-unit anesthesia scrvice in 2008 will be reimburscd at a rate about 17% below 2006 payment levcls, and morc 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 healthcarc delivery in the U.S. depend on our services. The availability of
anesthesia services depends in part on fair Medicare payment for them. 1 support the agency s acknowledgement that anesthesia payments have been undervalued,
and its proposal to increase the valuation of anesthesia work in a manner that boosts Medicare anesthesia payment.

Sincerely,
James P. Ferguson, CRNA

8775 Elford Court
Sasn Dicgo, CA 92129
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CMS-1385-P-6553

Submitter : Dr. Bradley Dowling Date: 08/18/2007
Organization:  North Fulton Anesthesia Associates
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
Anesthesia Coding (Part of 5-Year Revicw)

Dcar Ms. Norwalk:

I am writing to express my strongcst support for the proposal to incrcasc ancsthesia 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 stcps to address this complicated issuc.

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

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

To cnsurc that our paticnts have access to expert ancsthesiology medical carc, it is imperative that CMS foliow through with the proposal in the Federal Register
by fully and immediately implementing the anesthesia conversion factor increase as rccommended by the RUC.

Thank you for your consideration of this serious matter.
Sinccrely,

Bradley S. Dowling, MD
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CMS-1385-P-6554

Submiitter : Mr. Robert Hastings Date: 08/18/2007
Organization :  Mr. Robert Hastings
Category : Other Health Care Professional
Issue Areas/Comments
Background
Background

Dear Ms. Norwalk:

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

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

Second, this proposed rule rcviews and adjusts anesthesia serviees 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
valuc of anesthesia scrviees which have long slipped behind inflationary adjustments.

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

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

Robert Hastings, CRNA

9 Sioux Road
Middleficld, CT. 06455
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CMS-1385-P-6555

Submitter : Mr. gregory wojciechowski Date: 08/18/2007
Organization : Mr. gregory wojciechowski
Category : Individual
Issue Areas/Comments
GENERAL
GENERAL

regarding CMS 1385 p please increase payments to Anesthesiologists. They play a vital part in most surgeries and it's important that we encourage are best
doctors to choose and stay in this field. Thank you for your consideration.
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CMS-1385-P-6556

Submitter : Dr. Edward Harrington Date: 08/18/2007
Organization : South Denver Anesthesiologists
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL
Leslic V. Norwalk, Esq.
Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dcar Ms. Norwalk:

I am writing to express my strongest support for the proposal to incrcasc ancsthesia payments under the 2008 Physician Fce Schedule. Tam grateful that CMS has
recognized the gross undervaluation of anesthesia services, and that the Agency is taking stcps to address this complicated issuc.

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

In an cffort to rectify this untenable situation, the RUC recommended that CMS increase the anesthcsia 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
undcrvaluation of ancsthesia services. | am pleased that thc Agency accepted this rccommendation in its proposcd rulc, and | support full implcmentation of the
RUC s recommendation.

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

Thank you for your consideration of this scrious matter.
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CMS-1385-P-6557

Submitter : Date: 08/18/2007
Organization : )
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL
Leslie V. Norwalk, Esq.
Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

Rc: CMS-1385-P
Anesthesia Coding (Part of 5-Year Rcview)
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 untcnable situation, the RUC recommendcd that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undcrvaluation of ancsthcesia services. [ am plcascd that the Agency accepted this recommendation in its proposed rulc, and I support full implementation of the
RUC s recommendation.

To cnsurc that our patients have access to cxpert 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 increasc as recommended by the RUC.

Thank you for your consideration of this scrious matter.

Daniel Ginsberg, MD
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CMS-1385-P-6558

Submitter : Mr. John Bour Date: 08/19/2007
Organization:  Chabert Med Cntr-LSU
Category : Other Health Care Provider
Issue Areas/Comments
Background
Background
August 20, 2007

Ms. Leslie Norwalk, JD

Acting Administrator

Centers for Medicare & Medicaid Services
Dcpartment of Health and Human Services
P.O. Box 8018

Baltimore, MD 21244 8018

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

Dear Ms. Norwalk:

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

This increasc in Medicare payment is important for several reasons.

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

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

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

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

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting requiring anesthesia services, and are the predominant
anesthesia providers to rural and medically underserved America. Medicare paticnts and healthcare delivery in the U.S. depend on our services. The availability of
anesthesia services depends in part on fair Medicare payment for them. 1 support the agency s acknowledgement that anesthesia payments have been undervalued,
and its proposal to increasc the valuation of ancsthesia work in a manncr that boosts Medicarc anesthesia payment.

Sincerely,
John Bour CRNA

234 Oakdale Loop
Houma, La 70360
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CMS-1385-P-6559

Submitter : Dr. brian nyquist Date: 08/19/2007
Organization:  olympic Anesthesia, Inc
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

Re: CMS-1385-P
Ancsthcsia Coding (Part of 5-Year Review)
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 stcps to address this complicated issue.

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

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

undervaluation of ancsthesia services. |am pleased that the Agency accepted this recommendation in its proposed rule, and 1 support full implementation of the
RUC s recommendation.

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

These measures will help ensure availability of needed services for our elderly Mcdicare beneficiaries. Curently there are challenges finding care in many areas of
our country because the Medicare payments arc inadequate to keep offices open!

Thank you for your consideration of this serious matter.
Sincerely,

Brian Nyquist, M.D.
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CMS-1385-P-6560

Submitter : Dr. Joseph Jaros Date: 08/19/2007
Organization : Dr. Joseph Jaros
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

Centcrs for Mcdicarc and Medicaid Scrvices
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

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

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

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician scrvices. Today, more than a decade since the RBRV'S 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 increasc 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
undcrvaluation of anesthesia services. [ am pleased that the Agency accepted this recommendation in its proposed rulc, and [ support full implementation of the
RUC s recommendation.

To ensure 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 ancsthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.
Sincercly,

Joseph A Jaros, MD
joe.jaros@mac.com
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CMS-1385-P-6561

Submitter : Dr. Michael Lillie Date: 08/19/2007
Organization:  Dr. Michael Lillie
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
Ancsthesia Coding (Part of 5-Year Review)

Dcar Ms. Norwalk:

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

When the RBRVS was instituted, it created a huge payment disparity for anesthesia 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
unsustainablc system in which anesthesiologists are being forced away from areas with disproportionately high Medicare populations.

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

To ensure that our patients have access to cxpert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal 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.
Michael Lillie, M.D.
Staff Anesthesiologist

St. Jude Medieal Center
Fullerton, California
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CMS-1385-P-6562

Submitter : Mr. Arnold Meert Date: 08/19/2007
Organization: AANA
Category : Other Health Care Provider
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 Nursc Ancsthetists (AANA), 1 write to support the Centers for Medicarc & Medicaid Scrvices (CMS) proposal to
boost the value of anesthesia work by 32%. Under CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008 compared
with current levels. (72 FR 38122, 7/12/2007) 1f adopted, CMS proposal would help to ensure that Certified Registered Nurse Anesthetists (CRNAs) as
Medicare Part B providers can continue to provide Medicare beneficiaries with acccss to ancsthesia services.

This increasc in Medicare payment is important for several reasons.

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

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

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

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

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting requiring anesthesia services, and are the predominant
anesthesia providers to rural and medically underserved America. Medicare paticnts and healthcare delivery in the U.S. depend on our services. The availability of
anesthesia services depends in part on fair Medicare payment for them. 1 support the agency s dcknowledgement 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,

_Amold J Meert_CRNA
Name & Credential
7049 Enright Dr.
Address

Citrus Heights, Ca 95621
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CMS-1385-P-6564

Submitter : Mrs. Mary Frantz Date: 08/19/2007
Organization : Frantz, P.C.
Category : Other Health Care Professional
Issue Areas/Comments
Background
Background
August 20, 2007
Ms, Leslie Norwalk, JD
Acting Administrator

Centers for Medicarc & Medicaid Services

Department of Health and Human Services

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

Dcar Ms. Norwalk:

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

This increase in Medicare payment is important for several reasons.

" First, as thc AANA has previously stated to CMS, Medicare currently under-reimburscs for ancsthcsia services, putting at risk the availability of anesthesia and
other healthcare services for Medicare bencficiaries. Swudies by the Medicare Payment Advisory Commission (McdPAC) and others have demonstrated that
Medicarc Part B reimbursces for most services at approximately 80% of privatc market rates, but reimburses for anesthesia services at approximately 40% of private
market rates.

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

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

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

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting requiring anesthesia services, and are the predominant
anesthesia providers to rural and medically underserved Ameriea. Medicare patients and healthcare delivery in the U.S. depend on our services. The availability of
anesthesia services depends in part on fair Medicare payment for them. 1 support the agency s acknowledgement that anesthesia payments have been undervalued,
and its proposal to increasc the valuation of ancsthesia work in a manner that boosts Medicare anesthesia payment.

Sincerely,
Mary Ellen Frantz, M.S.N., CRNA

229 Stonchenge Drive
Washington, Missouri 63090
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CMS-1385-P-6565

Submitter : Mrs. Elisabeth Pham Date: 08/19/2007
Organization :  Mrs. Elisabeth Pham
Category : Other Health Care Pravider
Issue Areas/Comments
Background
Background

August 19, 2007

Dcar Ms. Norwalk:

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

This increase in Medicare payment is important for several reasons.

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

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

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

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

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting requiring anesthesia services, and are the predominant
anesthesia providers to rural and medically underserved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The availability of
anesthesia services depends in part on fair Medicare payment for them. I support the agency s acknowledgement that anesthesia payments have been undervalued,
and its proposal to increase the valuation of anesthesia work in a manner that boosts Medicare anesthesia payment.
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CMS-1385-P-6566

Submitter : Dr. Glenn Shopper Date: 08/19/2007
Organization :  Dr. Glenn Shopper
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

| am writing to express my strongest support for the proposal to increase anesthcsia 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 duc to significant undervaluation of anesthesia work compared to
other physician services. Today, more than a decadc since the RBRVS took effect, Medicare payment for ancsthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionatcly high Medicarc populations.

In an cffort to rectify this untcnablc situation, the RUC recommended that CMS inerease 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. [ am pleased that the Ageney accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To ensure that our patients have 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 considcration of this scrious matter.
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CMS-1385-P-6567

Submitter : Mrs. Susan Abis Date: 08/19/2007
Organization:  Mrs. Susan Abis

Category : Physical Therapist

Issue Areas/Comments

Physician Seli-Referral Provisions

Physician Self-Referral Provisions

As a physical therapist in practice for nearly 25 years, [ am writing to express my thoughts about referral to ancillary services within a physician office to provide
physieal therapy. This has gone on for many years in my area- where seeretaries and untrained personnel are often utilized to provide serviees under a physician
provider number, without the expertise of a trained physical therapist and insuranee companies are billed for that. Patients are at the merey of their physician in
these situations- and the potential for fraud and abuse exists. Further, patients frequently cxhaust what little benefit they may have under their insuranee in these
situations and are usually not improved by the sub-standard care they receive by individuals who have had as little as a few hours of training in utilizing
"machines”. Many times, patients have reported they received physical therapy "with their doctor's office”; however, felt absolutely no better after multiple
sessions and were led to belicve physical therapy "docs not work and they probably nced surgery"”. This practice must not go on.

Thank you for taking the time to read my comments regarding this matter.

Susan Abis PT
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CMS-1385-P-6568

Submitter : Mr. Joseph Schell, 11, CRNA Date: 08/19/2007
Organization : AANA
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

Baltimore, MD 21244 8018

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

Dear Ms. Norwalk:

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

This increasc in Medicare payment is important for several reasons.

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

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

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

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

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting requiring anesthesia services, and are the predominant
ancsthesia providers to rural and medically underscrved America. Medicare paticnts and healtheare delivery in the U.S. depend on our services. The availability of
anesthesia services depends in part on fair Medicare payment for them. 1 support the agency s acknowledgement that anesthesia payments have been undervalued,
and its proposal to increase the valuation of anesthesia work in a manner that boosts Medicare anesthesia payment.

Sincercly,

Joscph P. Schell, II, RN, MSN, CRNA
4609 Jasminc Drive

Center Valley, PA 18034
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CMS-1385-P-6571

Submitter : Dr. Brion Beerle Date: 08/19/2007
Organization:  Chugach Anesthesia
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL
See Attachment

CMS-1385-P-6571-Attach-1.DOC
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# L5y

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 begin to
cover the cost of caring for Medicare recipients in Alaska, and is creating an
unsustainable system in which anesthesiologists are being forced away from enrollment
in Medicare in Alaska. Many senior citizens in our great state are having some real
concerns with finding a physician.

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.

Brion J Beerle, MD
Director, State of Alaska, American Society of Anesthesiologists
President, Alaska State Society of Anesthesiologists




CMS-1385-P-6572

Submitter : Dr. Jay Mattingly Date: 08/19/2007
Organization : University of Tennessee Center for Health Sciences
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

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

Dear Ms. Norwalk:

1 am writing to express my strongest support for the proposal to incrcase ancsthesia payments under the 2008 Physician Fee Schedule. T am gratcful 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 ancsthesia work compared to
other physician services. Today, more than a decade since the RBRVS took cffcct, Medicare payment for ancsthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
areas with disproportionately high Medicare populations.

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

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

Thank you for your considcration of this scrious matter.
Sincerely,

Jay E. Mattingly, MD

Associate Professor, Dept. of Anesthesiology

University of Tennessce Center for Health Sciences
Mcmphis, TN 38105
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CMS-1385-P-6573

Submitter : Emilie Hubbert Date: 08/19/2007
Organization: AANA
Category : Other Health Care Professional
lsshe Areas/Comments
Background
Background .

August 20, 2007

Ms. Leslic Norwalk, JD

Acting Administrator

Centers for Medicare & Medicaid Scrvices

Department of Health and Human Services

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

Dear Ms. Norwalk:

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

This increase in Medicare payment is important for several reasons.

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

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

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

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

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting requiring anesthesia services, and are the predominant
anesthcsia providers to rural and medically underscrved America. Medicare patients and healthcare delivery in the U.S. depend on our scrvices. The availability of
anesthesia services depends in part on fair Medicare payment for them. 1 support the agency s acknowledgement that anesthesia payments have been undervalued,
and its proposal to increase the valuation of anesthcsia work in a manncr that boosts Medicare ancsthesia payment.

Sincercly,
Emilic Hubbert, CRNA

Name & Credential
1038 W. Hiawatha Ct.
Address

Dunlap, 11 61525
City, State ZIP
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CMS-1385-P-6574

Submitter : Dr. Norman Cohen Date: 08/19/2007
Organization :  Oregon Health & Science University
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL
See attachment

CMS-1385-P-6574-Attach-1.PDF
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Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

I am writing to express my strongest support for the proposal to increase anesthesia payments
under the 2008 Physician Fee Schedule. 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, 15 years after the RBRVS took effect, Medicare payment for anesthesia services stands at
just $16.19 per unit. Due to geographic adjustors, the unit value in Portland, Oregon, a major
metropolitan area with cost of living commensurate with that status, is nearly $1.00/unit less than
the national average. This amount does not 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. As both a member of the
RUC and an anesthesiologist, 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 serious consideration of this important matter.

020>

Norman A. Cohen, M.D.



CMS-1385-P-6575

Submitter : Dr. Felix Kremer Date: 08/19/2007
Organization:  Dr. Felix Kremer
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 cxpress my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has
recognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

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

In an cffort to rectify this untcnable 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 ancsthcsia scrvices. [ 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.

Page 310 of 400 August 20 2007 08:43 AM




CMS-1385-P-6576

Submitter : Date: 08/19/2007
Organization :

Category : Physical Therapist

Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions

1 would like to urge Mcdicarc/the Federal Government to close all loopholes in the Stark physician sclf-referral law and protect the public from unethical and
inappropriatc charges for physical therapy services performed as in-office ancillary scrvices. Please remove physical therapy from the ‘in-office ancillary scrvices
cxception list. I can not count the number of times over the years that | have heard, cither from patients who have reccived 'incident to’ physical therapy, or from
physical therapists that worked in the physician's physical therapy clinic, that ‘techs or aides’ are doing the majority of trcatment of these paticnts, often with little
morc than ‘on-the-job training.' Paticnts rcport cach aide working with 7-8 paticnts at a time and doing littlc morc than checking cxcreises off of a list and

asking 'arc you rcady for morc weight?' without a real basis for whether or not the patient shouid progress. Therapists, particularly ncw graduates with large
student loans, are lurcd into working in these situations by high starting salarics, but tell us they are quickly disillusioned when they must sce 20-30 patients in
an 8 hour day before receiving help from a physical therapist assistant, or hiring another physical therapist. These young therapists are ofien 'brainwashed' into
improper/unethical/illegal billing practices, such as billing 97110 for ANY exercisc dong in the clinie, cven those without any supervision or when performed
while the therapist (or more often aide) is supervising the 7 - 8 patients scheduled in that time frame. [ have also been told that very little patient education takes
place. This can lead to reinjury. I strongly believe that physician self-referral is a huge disservice to the American public and to the future of Medicare. The
federal government has alrcady proven that it leads to millions of dollars spent on inappropriate charges. Thank you for your consideration.
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CMS-1385-P-6577

Submitter : Dr. Nicole Higgins Date: 08/19/2007
Organization :  Northwestern Memorial Hospital
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL
Leslie V. Norwalk, Esq.
Acting Administrator

Cecnters for Mcdicare and Mcdicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

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

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

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

In an cffort to rectify this untcnable situation, the RUC recommended that CMS increasc 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. 1am 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 reecommended by the RUC.

Thank you for your consideration of this serious matter.

Nicolc Higgins, MD
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CMS-1385-P-6578

Submitter : Dr. Debra Malina Date: 08/19/2007

Organization : American Association of Nurse Anesthetists
Category : Other Health Care Professional
Issue Areas/Comments

Background

Background

August 20, 2007

Ms. Leslic Norwalk, JD

Acting Administrator

Centers for Medicarc & Mcdicaid Services

Department of Hcalth and Human Scrvices

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

This incrcase in Medicare payment is important for scveral reasons.

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

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

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

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

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

Sincerely,
Dcbra Pecka Malina, CRNA, MBA, DNSc, APN
363 Riverbluff Place #1

Memphis, TN 38103
(901) 527-1162
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Submitter : Dr. Robert Forstot Date: 0ﬁ/19/2007 v
Organization:  Dr. Robert Forstot

Category : Physician

Issue Areas/Comments

Resource-Based PE RVUs

Resource-Based PE RVUs

Leslic V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

In an effort to rectify this untenable situation, the RUC recommendcd that CMS increasc 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 cxpert 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.

Robert Forstot, MD
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CMS-1385-P-6580

Submitter : Mr. William Richling Date: 08/19/2007
Organization : AANA
Category : Other Health Care Provider
Issue Areas/Comments
Background
Background
August 20, 2007

Ms. Leslic Norwalk, JD

Acting Administrator

Centers for Mcdicare & Medicaid Services

Department of Health and Human Services

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

Dear Ms. Norwalk:

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

This increasc in Medicare payment is important for scveral reasons.

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

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

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

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting requiring anesthesia services, and are the predominant
ancsthesia providers to rural and medically underserved America. Medicare paticnts 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 incrcasc the valuation of anesthesia work in a manner that boosts Mcdicare ancsthesia payment.

Sincerely,

William Richling CRNA
Name & Credential
27524 C70

Address

Hinton, IA 51024

City, State ZIP
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Submitter : Gretchen Seif Date: 08/19/2007
Organization : Gretchen Seif

Category : Physical Therapist

Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions

August 19, 2007

To: Administrator Leslie Norwalk

From: Gretchen Seif, PT, MHS, OCS, FAAOMPT

As a physical therapist and provider of Mcdicare scrviccs I strongly urge CMS to removc physical therapy as a designated health scrvice (DHS) permissible under
the in-office ancillary cxception of the fedcral physician self-referral laws, With physical therapy designated as an cxception it has sct up a referral for profit
situation and thc potential for increased referrals and ovcr-utilization of physical therapy scrvices cxists. This has bccn demonstrated in studics of the worker's
compensation system with increased utilization being noted in practices owned by physicians. Thc change in climatc of health carc in gencral, decreased
reimbursement for all medical procedures, has forced medical practices to find creative and various avenues for profit centers. 1 havc heard of conversations of
MD's that they have been adviscd by consultants to start a PT practice in their office for rcvenue gencration. Somc have choscn not to for various reasons, but
others have chosen to do so. While 1 do not deny any practice from providing valuable medical services and profiting from those serviees, | do not want the
referral for physical therapy to be influenced by financial incentives, i.e. the more PT referrals in house, thc more profit generated. This is not unprecedented;
MD's are prohibited from owning pharmacies and from referring patients to home health agencies in which they have financial rclationships.

If physical thcrapy remains an cxception to this self referral rule, this situation can lead to decreased consumer choice of physical therapy practice. Patients may
not be referred to a practice that is more convenient or to a practice that may have a physical therapist with a specialty, but instead to the PT practice that is owned
by the referral sourcc. Most patients trust their physician and will seek care where they are referred. But when the physician owns the practice it can lead to
referrals with a profit incentive. Some physicians have argued that owning physical therapy practices incrcases their control over patient care. Physicians always
have control over patient carc through their referrals. It is against my current practice act to ignore or changc treatment plans without approval from the referring
physician.

In addition to my concerns for consumer choice and the incentive for over-utilization, physician owncrship of physical therapy practices is potentially bad for
small businesses. [f these practices are allowed to proliferate, small independently owned PT practices will takc large financial hits from the loss of long time
referral sources solely because the MD opened a practice within their own office.

Thank you for your consideration,

Sincerely,

Gretehen Seif, MHS, PT, OCS, FAAOMPT

Rehabilitation Centers of Charleston (843) 824-2183

2881 Tricom Strect North Charleston, South Carolina 29492
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CMS-1385-P-6582

Submitter : Date: 08/19/2007
Organization :

Category : Physical Therapist

Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions

Thank you so much for taking the time to look over my comments in regard to this issuc.

I am a physical therapist working in a private practicc in thc Chicagoland arca. 1 have 10 ycars of cxpericnce in multiple scttings, most cxclusively in outpaticnt
orthopedics. 1 havce a significant concern regarding physician self referral. In my practice 1 have scen and felt the impact of this in regards to paticnt care most
importantly. 1 have had morc than onc occurrance where a paticnt has found my practice after being treated in a physician owned practice. Multiple storics of
being treatcd multiple months up to 9 months to a ycar for a lumbar strain. 1 know that somge strains can linger but in most cascs if the paticnt is not better
within onc to two months a ncw intervention should be attempted. Also a large percentage of lumbar strains will resolve within 6 months and this has a large
amount of rescarch behind it. The other concem that I have in regards to patient care is the quality of care occurring in this setting. I have had to fix multiplc
patients who have been through these practices as they have not recicved one on one care they deserve. What 1 have been told by multiple patients is that they
walk in the door, go on the treadmill for a period of time, then get a hot or cold pack and someone (not necessarily and in most cases not the physical therapists)
reviews and performs their cxercises. Without someone being with the patient to watch the way they arc performing their treatment compensations will occur.
These compensations are the reasoning behind them being in treatment. This leads to poor if any outcomes, longer treatments and abuse of the system. This also
gives my profession a bad name.

The second point that i will make is that it is not in any way neccssary nor helpful to have a physician in the same office as mine in order to improve that patients
outcome. Physical therpist are independent practicioncrs that can practice without the need to check on a patients carc with a physician. Yes therc are many times
I have questions for a physician in regards to surgery that they may have performed and precautions they may have, but this can be taken care of by a call from
mysclf or my front desk in order to find out what to be careful with in regards to that paticnts carc. This does not dclay nor stop this paticnts progress in any

way.

The third point I have is the unfair competitive environment this has crcated. My practice and many private practices have had to closc because the physicians
have opencd their own praetices and will not send referrals out despite the higher quality care that is availablc. 1 have had one instance where a physician who has
his own practice who felt uncomfortable sending to his own practice because of the poer skill there. Despite strong long term relationships with these physicians
there is something else that is more motivating to them than thesc rclationships and the care of their paticnts.

Thank you again so much for taking the time to look at my comments and I hope that this issue can be resolved in order to improvc patient care.
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Submitter : Mrs. Carolyn Connelly Date: 08/19/2007
Organization: AANA
Category : Other Health Care Professional
Issue Areas/Comments
Background
Background

August 20, 2007

Ms. Leslic Norwalk, JD

Acting Administrator

Centers for Mcdicare & Mecdicaid Scrvices

Dcpartment of Health and Human Services

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

Dear Ms. Norwalk:

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

This increase in Medicare payment is important for scveral rcasons.

" First, as thc AANA has previously stated to CMS, Medicarc currently under-reimburscs for ancsthesia services, putting at risk the availability of anesthesia and
other healthcare scrvices for Medicare bencficiaries. Studies by the Medicare Payment Advisory Commission (McdPAC) and othcrs have demonstrated that
Medicare Part B reimburses for most services at approximatcly 80% of privatc market ratcs, but reimburses for ancsthesia services at approximately 40% of private
market ratcs.

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

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

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

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

Sincerely,

Carolyn A. Connelly, CRNA

900 N. Randolph St. #511
Arlington, VA 22203

CMS-1385-P-6583-Attach-1.DOC
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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), I write to support the Centers
for Medicare & Medicaid Services (CMS) proposal to boost the value of anesthesia work by 32%. Under
CMS’ proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008
compared with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS’ proposal would help to
ensure that Certified Registered Nurse Anesthetists (CRNAs) as Medicare Part B providers can continue
to provide Medicare beneficiaries with access to anesthesia services.

This increase in Medicare payment is important for several reasons.

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

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

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

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

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

Sincerely,

_Carolyn A. Connelly, CRNA
Name & Credential

_900 N. Randolph St. #511
Address

Arlington, VA 22203

City, State ZIP




CMS-1385-P-6584

Submitter : Marilyn Page Date: 08/19/2007
Organization :  Associated Anesthesiologist, PA
Category : Nurse Practitioner
Issue Areas/Comments
GENERAL
GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly duc to significant undcrvaluation of anesthesia work compared to
other physician serviccs. Today, more than a decade since the RBRVS took effcct, Medicare payment for ancsthesia 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 unsustamable system in which anesthesiologists are being forced away from
areas with disproportionatcly high Mcdicare populations.

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

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

Thank you for your consideration of this serious matter. Implementation of this proposal rule will allow for the resources required to deliver the highest quality of
anesthesia care to the increasing number of seniors in our nation.

Marilyn Page CRNA :

Associated Anesthesiologists,PA
St. PaulMN
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Submitter : Mr. James Doeberling Date: 08/19/2007
Organization :  Doeberling-Mucio Physical Therapy
Category : Physical Therapist

Issue Areas/Comments
Physician Self-Referral Provisions

Physician Self-Referral Provisions

Wc are competing unfairly with Physicians who make it a point to channcl most of their paticnts to their owned or vested clinics. We had a physician tell us it

was uscless to cxpect any paticnts from them (a large group), regardless of how good we werce. As long as they had any PT cmploycd by them they would get the
busincss. A group of orthopedist will advisc paticnts to stay in their officc " so they can monitor their treatment " cven thou the paticnts request us. The paticnts
they do refer arc the ones whose injurics or discasc reguircs a lot of time and/or their insurance pays too littie. Instcad of being sclective on the paticnts referred to
physical therapy, the patients refered to their elinic substantially increasc as stated by therapists working in their clinic. Studies have shown what we are secing
and that is the number of patients seen in a Physician owned facility have driven up the cost of rchab dramatically and has given PT a tarnished image. THE
PHYSICIAN GATEKEEPERS KNOW THEIR POWER TO REFER FOR THEIR OWN BENIFIT AND SEVERELY UTILIZE AND ABUSE THIS
PRIVILEGE . A physician stated that since their bottom line has fallen , in housc revenuc keeps them profitable
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Submitter : Dr. Ma. Evelyn Gonzalez-Abola Date: 08/19/2007
Organization : Amreican Society of Anesthesiologists
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

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

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

In an 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 thc RUC.

I practice in a community hospital where Medicare patients comprisc 65% of our service. The approval of this proposal will definitely help ensure the availability
of anesthesia care and services for our senior citizens in Westcrn Pennsylvania where our senior citizen population rank 2nd in the nation.

Thank you for your considcration of this serious mattcr.

Ma. Evelyn Gonzalez-Abola MD
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Submitter : Dr. Hannah Park Date: 08/19/2007
Organization: ASA

Category : Physician

Issue Areas/Comments

Medicare Telehealth Services

Medicare Telehealth Services

Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

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

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

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

To cnsurc that our paticnts have access to cxpert ancsthesiology medical care, it is imperative that CMS follow through with the proposal in the Fedcral Register
by fully and immediatcly implementing the anesthesia conversion factor increasc as recommended by the RUC.

Thank you for your consideration of this scrious matter.
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Submitter : Dr. Kamran Riaz Date: 08/19/2007
Organization:  The Dayton Heart Center

Category : Physician

Issue Areas/Comments

Coding— Additional Codes From
5-Year Review

Coding-- Additional Codes From 5-Year Review
CODING ADDITIONAL CODES FROM 5-YEAR REVIEW. The federal register citation is 72 Federal Register 38122

T am a practicing cardiologist. I am Board Ccrtified in Intcrnal Mcdicine, General Cardiology, Nuclcar Cardiology, and Echocardiography. I am a Member of
Royal College of Physicians (UK), Fcllow of Amcrican college of Cardiology, and Fellow of Amcrican Socicty of Nuclcar Cardiology. In addition, I am a
Founding Member of Society of Cardiac Computerized Tomography. I have the cxperience of working with may cardiac imaging modalities. 1 have been invioved
in reading echos sine 1993.

Color Flow Dopppler imaging is not an intcgral part of every echo. Interpreting and performing this particular modality of cardiac imaging requires special skills
and training. Not everyone reading cchos can interpret this highly complex imaging technique properly. There arc many many clinincal situations when only 2 D
echo is required and therefore ordered. 2 D echo provides infomation about the structure of the heart. When one is faced with evaluatinig complex cardiac
hemodynamics, especially in congenital heart defects and valvular evaluations, the color flow mapping is ordered and applied. There are situationwhen only color
flow mapping is ordcred to evaluate diastolic function. Color falow mapping is uscd for all age group of paticnts- very young one and in adults and eldely. It
takes extra time not only to apply this techique but also special expertise to properly interpret color flow mapping. Any cut back in compensation for this
modality (with or without bundling) will lead to the loss of incentive for the technologist and for the reading cardiologist which will adversely effect the
performance and interpretation of color flow mapping. This will dcmoralize (already under pressure from various cut backs in reimburssments) and will lead to
physicain and patient disatisfaction, poor patient care,and ultimately adversc outcomesand: this will add to thc cost of health care in the end.

1 would suggcst higher standards (Cerification of National Borad of Echocardiography)for the echo rcading physicians intcrpreting color flow mapping to cnsure
the quality and to provide best possible care for the patients rather than bundling the compensation for color flow mapping.
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Submitter : Ms. Emily Glyrn Date: 08/19/2007
Organization:  Ms. Emily Glynn
Category : Physical Therapist
Issue Areas/Comments
GENERAL
GENERAL

Physician Self-Referral Provisions

Physician Self-Referral Provisions

Physical therapy referral for profit is morally and ethically wrong. It creates a conflict of interest when choosing the best care for a patient. Charles Magistro,
former APTA President, characterized POPTS as, a cancer eating away at the ethical, moral and financial fiber of our profession. Physican owned PT is wrong
plain and simple!
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CMS-1385-P-6590

Submitter : Orlando Garcia-Piedra Date: 08/19/2007
Organization : Orlande Garcia-Piedra
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslic V. Norwalk, Esq.

Acting Admmistrator

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

P.O. Box 8018 .

Baltimorc, MD 21244-8018

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

Dcar Ms. Norwalk:

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

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

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

To cnsure that our paticnts have access to expert ancsthesiology medical carc, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediately implementing thc ancsthesia conversion factor increasc as recommended by the RUC.

Thank you for your econsidcration of this serious matter.

Orlando Garcia-Picdra, MD
Assistant Professor
Department of Anesthesiology
University of Miami

Miller School of Medicine
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CMS-1385-P-6592

Submitter : Dr. Paul Filby Date: 08/19/2007
Organization :  Paul Filby, M.D., LLC
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL
Leslic V. Norwalk, Esq.
Acting Administrator

Centers for Mcdicarc and Medicaid Scrvices
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Rc: CMS-1385-p
Ancsthesia Coding (Part of 5-Ycar Review)

Dcar Ms. Norwalk:

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

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

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

Thank you for your consideration of this serious matter.

Respectfully,
Paul Filby, M.D.
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CMS-1385-P-6593

Submitter : Ms. Barbara Ray Date: 08/19/2007
Organization ; Ms. Barbara Ray

Category : Physical Therapist

Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions

I have been a physical therapist for 30 ycars. Throughout my carccr, I have witncssed the inappropriate utilization of physical therapy services provided by
physician owned clinics in cities in Arkansas, Kentucky and Tennessee. Lct me give a few cxamples: 1. In the carly 1980's in Littlc Rock, AR, an orthopaedic
surgeon hired two therapists. Prior to the physician-owned clinic opening, the paticnts received a 1-time instruction in a home excrcisc program. Suddenly, the
very same type of patient, needed 4 weeks of therapy, 3 times a week, even if they had to drive 200 miles to come into town. If it was a surgery patient, this was
often for 36 weeks of rehab. This MD would not allow the patients to see an out-of-town PT, only ‘his' therapists. Within 2 years, the MD's therapists left him
to open their own clinic. Amazing, how the same patient types no longer required 12 therapy sessions, the MD returned to one exercise instruction session versus
12-36 visits. 2. In 3 of the 6 MD owned clinics I have witnessed, patients were not allowed to go to the therapist they chose. They were instructed by the MD
they HAD to go to his therapists as the others were not good enough to provide therapy services. The other 3 physician owned business did not openly offer the
patient a choice of who they wanted to provide their therapy services. If the paticnt asked, thcy would be allowed to go to another therapist, but most patients did
not ‘want to make their doctor mad' so they went to HIS clinic. It is a patient right to be able to choose their provider and physicians should be held accountable
to the laws that give the patient the right and the law that says they should offer a choice. 3. Patients received bills for scrvices not provided by licensed
therapists - technicians with on the job training. Oftentimes, the only time they saw a therapist was during the initial cvaluation. 4. Onc physician-owned
practicc's procedurcs were 75% higher than the other hospital and outpatient providers in town. Medicare and the private payors were charged 75% more for the
samc level of care, thercfore Icaving the patient with a larger out-of-pocket amount to pay. 5. Outcomes from MD owncd clinics arc no better and are somctimes
not as good as thc hospital or outpatient providers. 6. All the MD owned clinics [ have known have managed to ‘get around' the Stark legislation and continuc
to profit by referring patients to the clinics they own, therefore making moncy for themsclves because of the referral.

I support the proposal that the rules be so stringent that there is no way a physician can profit from referring his patients to his own therapy clinic.
Thank you for your time. If you would like more information, contact me at bray@hcmc-tn.org.

Barbara Ray, PT
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CMS-1385-P-6594

Submitter : Mrs. Lisa Wolterman Date: 08/19/2007
Organization:  Mrs. Lisa Wolterman
Category : Other Health Care Provider
Issue Areas/Comments
Background
Background
RE: CMS 1385 P (BACKGROUND, IMPACT)
ANESTHESIA SERVICES

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

This increase in Medicare payment is important for several reasons.

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

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

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

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

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

Thank you for your time and consideration with this matter.

Sincerely,

Lisa Wolterman, CRNA

2826 SW Polk City Ct

Ankeny, 1A 50023
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CMS-1385-P-6595

Submitter : Mr. Date: 08/19/2007
Organization: Mr.
Category : Physical Therapist
Issue Areas/Comments
Physician Self-Referral Provisions

Physician Self-Referral Provisions

To whom it may concern:
As a licensed Physical Therapist for 14 years, I fecl compelicd to adress the issue of Physician ownced Physical Therapy Services as this applies to self referral.

Physical Therapist as direct cmployees of Physicians practicing with the rcferrals of the same Physician virtually obliterates the checks and balances of profit
versus medical necessity. Whilc, | am ccrtain that many maintain this relationship for quality of care, the potential for abuse is high. This self referral system is
riddled with conflicts of interest for both the Physician and Physical Therapist. A few simple questions?

As Physical Therapist, what is my functional recoursc if I belicve Physical Therapy is not medically nccessary in a referral for profit situation? Do [ simply go
along or do | take a stand and risk my job or my carecr?

In the small town whcre I practice for a Hospital. An orthopedic surgeon in the small town dircctly tells his patients that they must come and see his Physical
Therapists. He is unashamed about this and openly will order the patients to come to his practice for Physical Therapy. Occassionally we will sec one of his
referrals who cither has severe psychological problems, insurance limitations, or is having a very bad outcome.

While I am friends with the therapists who practice for this orthopedic surgeon, I cannot image a morc damaging restriction to the frce market and patient choice
than what I obscrve cvery day.
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CMS-1385-P-6596

Submitter : Dr. Michael Battaglia Date: 08/19/2007
Organization: DAMG
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

Cecnters 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 cxpress my strongest support for the proposal to increasc ancsthesia payments under the 2008 Physician Fee Schedule. Tam grateful that CMS has
recognized the gross undervaluation of anesthesia scrvices, and that the Agency is taking stcps to address this complicated issuc.

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

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

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

Thank you for your considcration of this serious matter.
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CMS-1385-P-6597

Submitter : Date: 08/19/2007
Organization :

Category : Physical Therapist

Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions

Allowing physicians thc opportunity to refer paticnts to themsclves for rchabilitation is a bad policy decision for paticnt quality of care as well as the fiscal well
being of the Medicare System. It allows an opening for abuse through over treatment in the type of care that is prescribed and the number of treatments performed.
It also has reduced free enterprise opportunities for the rehabilitaton professional by limting the patients choice in health care providers. In most cases the patient
is not even aware of their rights because of the way they are directed by the physicians office. This only helps to create an environment for fraud and abuse.

Please close the loop hole in the Stark self-referral law so that this important legislation is utilized in the manner that Congress intended.
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CMS-1385-P-6598

Submitter : Mr. Hector Figueroa Date: 08/19/2007
Organization:  AANA
Category : Other Health Care Professional
Issue Areas/Comments
Background
Background

August 20, 2007

Ms, Leslie Norwalk, JD

Acting Administrator

Centers for Medicare & Medicaid Services

Departinent of Health and Human Services

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

Dear Ms. Norwalk:

T have been a CRNA for 25ycars and a member of the American Association of Nurse Ancsthetists (AANA), I write to support the Centers for Medicare &
Medicaid Services (CMS) proposal to boost the value of anesthesia work by 32%. Under CMS proposed rule Medicare would increase the anesthesia conversion
factor (CF) by 15% in 2008 compared with current levels. (72 FR 38122, 7/12/2007) 1f adopted, CMS proposal would help to ensure that Certified Registered
Nursc Anesthctists (CRNAs) as Mcdicare Part B providers can continuc to provide Medicare beneficiarics with access to angsthesia services.

This incrcasc in Medicare payment is important for several rcasons.

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

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

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

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

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

801 Hunting Lodge Dr.
Miami Springs FL, 33166
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CMS-1385-P-6599

Submitter : Dr. Steven Glasser Date: 08/19/2007
Organization :  Dr. Steven Glasser
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

1 am writing to express my strongest support for the proposal to incrcase ancsthesia payments under the 2008 Physician Fec Schedule. | am gratcful that CMS has
rccognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issuc.

When thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
othcr physician services. Today, morc 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 Mcdicarc populations.

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

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

Thank you for your consideration of this serious matter.
Sincerely,

Steven A. Glasser, M.D.
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CMS-1385-P-6600

Submitter : Dr. Briggs Allen Date: 08/19/2007
Organization :  Dr. Briggs Allen

Category : Chiropractor

Issue Areas/Comments

Technical Corrections

Technical Corrections

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

Often, with the symptoms presented, Medicare patients must be filmed to "rule out" a serious pathology or at least provide the DC necessary informatin on how
the paticnt will be treated. X-rays may also be required to help determine the nced for further diagnostic testing, i.c. MRI or for a referral to the appropriate
specialist.

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

I'strongly urge you to table this proposal. X-rays, if nceded, arc integral to the overall treatment plan of Medicare patients and, again, it is ultimately the patient
that will suffer should this proposal become standing regulation.
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CMS-1385-P-6601

Submitter : Dr. Tamara Wheeler Date: 08/19/2007
Organization:  Associated Anesthesiologists
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL
See Attachment

CMS-1385-P-6601-Attach-1.DOC
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Leslie V. Norwalk, Esq. August 19,2007
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 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.

As you know, 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. Recent studies
have demonstrated that the commercial payor rate nationwide ranges from just above $52
per unit, up to over $65 per unit. In no other specialty in medicine that I am aware of is
the disparity between the rate of payment between Medicare and other payors as great as
it is in anesthesiology. This amount is creating an unsustainable system in which
anesthesiologists are being forced away from areas with disproportionately high
Medicare populations. As a result, in my area of Northeast Indiana, anesthesiologists are
in critically short supply, especially in hospitals whose populations consist of the sickest
patients, which are frequently the elderly Medicare beneficiaries.

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 matter.

Sincerely,

Tamara J Wheeler MD
Associated Anesthesiologists
5734 Coventry Lane

Fort Wayne IN 46804




CMS-1385-P-6602

Submitter : Dr. J. Daniel Singer Date: 08/19/2007
Organization :  Dr. J. Daniel Singer
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL
Leslie V. Norwalk, Esq.
Acting Administrator

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

P.O. Box 8018

Baltimorc, MD 21244-8018

Rc: CMS-1385-p
Anesthesia Coding (Part of 5-Ycar Rcview)
Dear Ms. Norwalk:

I am writing to express my strongest support for the proposal to increasc ancsthcsia payments under the 2008 Physician Fcc Schedule. Tam gratcful that CMS has
recognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issuc.

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

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

To cnsurc that our paticnts have access to cxpert ancsthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal chisier
by fully and immediately implementing the anesthesia conversion factor increasc as recommended by the RUC.

Thank you for your consideration of this serious matter.

J. Danicl Singer
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CMS-1385-P-6603

Submitter : Dr. Chris Humphreys Date: 08/19/2007
Organization:  Eau Claire Anesthesiologists,LTD.
Category : Physician
Issue Areas/Comments
Payment For Procedures And
Services Provided In ASCs
Payment For Procedures And Services Provided In ASCs

Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk: N

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 scrvices, and that the Ageney is taking steps to address this complicated issue.

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

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

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

Thank you for your consideration of this serious matter.

CMS-1385-P-6603-Attach-1 . TXT

Page 338 of 400 August 20 2007 08:43 AM




o L6033

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{ls seniors, and is creating an
unsustainable system in which anesthesiologists are being forced away from areas with disproportionately
high Medicare populations. In an effort to rectify this untenable situation, the RUC recommended that CMS
increase the anesthesia conversion factor to offset a calculated 32 percent work undervaluationJa move
that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in
correcting the long-standing undervaluation of anesthesia services. I am pleased that the Agency accepted
this recommendation in its proposed rule, and I support full implementation of the RUCOs
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-6604

Submitter : Mr. Gavin Hitchcock Date: 08/19/2007
Organization : Mr. Gavin Hitchcock
Category : Other Health Care Professional
Issue Areas/Comments
Background
Background

I urge you to consider increasing Medicare payment for CRNA's services. Today, roughly 70% of all anesthesia delivered in the United States is provided by
Nurse Anesthetists. We supply nearly all the rural anesthesia, serving underscrved populations around the country, where many anesthesia providers don't care to
work and live. In order to continue supplying world class health care and anesthesia services, [ simply request your attention and diligence when rendering your
opinion on this matter.

Respect:
Gavin O. Hitchcock
MAJOR, US ARMY

APRN, FNP-BC, MSN
USAGPAN, SRNA
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