
Submitter : Dr. lsreal Crespo 

Organization : AMA 

Category : Physician 

Issue Areas/Comments 

Date: 08/24/2007 

Coding--Multiple Procedure 
Payment Reduction for Mohs 
Surgery 

Coding--Multiple Procedure Payment Reduction for Mohs Surgery 

I am a physician in a busy cndoscopy ccntcr sceing ovcr threc hundrcd paticnts a wcck. Thc mcdicare rcimbursement cut has grcatly affected the entirc facility. As 
thc numbcr of patients wc scc incrcascd and our reirnbursemcnt decreases, it is difficult to keep up thc quality of care./ Please support the medicare rcimburscmcnt 
rcvision. Thanks you. 
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Submitter : Dr. Jerry Szych 

Organization : Dr. Jerry Szych 

Date: 08/24/2007 

Category : Chiropractor 

Issue Areas/Comments 

GENERAL 

GENERAL 
It is a sad day indccd whcn thc wcll bcing of the mcdicare patient is no longcr protcctcd by allowing reimbursement for imaging rcfcrrcd by a Doctor of 
Chiropractic. This is clcarly a huge stcp backwards and will have a dcvcstating ncgativc impact. 
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Submitter : Date: 08/24/2007 

Organization : 

Category : Chiropractor 

Issue Areas/Comments 

Coding--Reduction In TC For 
Imaging Services 

Coding--Reduction In TC For Imaging Services 

Ccntcrs for Mcdicarc and Medicaid Scrviccs 
Department of Health and Human Services 
Attention: CMS-1385-P 
PO Box 80 18 
Baltimorc. Maryland 21244-801 8 

Re: TECHNICAL CORRECTIONS 

Thc proposcd mlc dated July 12th contained an itcm under thc technical corrections section calling for thc current regulation that permits a beneficiary to be 
rcimburscd by Mcdicarc for an X-ray takcn by a non-trcating providcr and uscd by a Doctor of Chiropractic to dctcrminc a subluxation, bc climinated. I am 
writing in strong opposition to this proposal. 

Whilc subluxation docs not nccd to bc detccted by an X-ray, in somc cascs thc paticnt clinically will rcquirc an X-ray to idcntify a subluxation or to ~ l c  out any 
"rcd flags," or to also dctcrminc diagnosis and trcatmcnt options. X-rays may also be rcquircd to hclp dctcrminc the necd for further diagnostic testing, i.c. MRI 
or for a rcfcrral to thc appropriate specialist. 

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

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

Dana Matthcws 
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Submitter : Dr. richard polino 

Organization : Dr. richard polino 

Date: 08/24/2007 

Category : Chiropractor 

Issue Areas/Comments 

Chiropractic Services 
Demonstration 

Chiropractic Services Demonstration 

Centers for Mcdicarc and Medicaid Services 
Department of Health and Human Services 
Attention: CMS-1385-P 
PO Box 8018 
Baltimorc, Maryland 2 1244-801 8 

Re: TECHNICAL CORRECTIONS 

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

While subluxation does not nced to be dctected by an X-ray, in some eases the patient clinically will require an X-ray to identify a subluxation or to mle out any 
"rcd flags," or to also determine diagnosis and trcatmcnt options. X-rays may also bc required to help determine the need for further diagnostic testing, i.c. MRI 
or for a rcferral to the appropriatc specialist. 

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

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

dr a richard polino 
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Submitter : Dr. William Hinkley Date: 08/24/2007 

Organization : Hinkley Medicine 

Category : Physician 

Issue Areas/Comments 

Coding-- Additional Codes From 
5-Year Review 

Coding-- Additional Codes From 5-Year Review 

As a practicing solo cardiologist who offcrs primary care as wcll as specialty carc to my paticnts, I submit that cchocardiography is an csscntial tool of my trade. 
The ACC and AHA scvcral ycars ago in announcing a ncw classification system for congestivc hcart failurc wrote that ccho is thc singlc most valuable tool for 
idcntifying structural heart damagc and thus carly appropriatc trcatment. While DRG #I27 is thc #I diagnosis for Medicare hospitalizations, consuming > 60 
billion of thc annual budget, it is now possible, and I pride mysclf in prcvcnting admissions for CHF thm aggressive usc of echo, modem medications, and 
counselling time with patients.Yet I have had to increase my costs to provide a certified technician (RDCS)in an accredited office (ICAEL) Increased attention is 
now being paid to color dopplcr (93325)as a mcans of refining the assesment of severity of valvular insufficiencies thru mesuremcnts of vena contracta and PISA 
(proximal isovclocity surface area)maneuvers and calculations which increase technician and physician time. The American Society of Echocardiography writes that 
thc "sizc of the regurgitation jet by color Doppler and its temporal resolution howevcr, are significantly affected by transducer frequency and instrument settings 
such as gain, output powcr, Nyquist limit, size and dcpth of the image sector. Thus, full knowledge by the sonographer and interpreting echocardiographer of 
thcse issues is neccssary for optimal image acquisition and accuracy of interprctation." While Congress purportedly "blocked" the fcc reduction schcduled for 
2007, thc allowable for 93325 droppcd this year by $21.40, an 18% reduction!! Bundling 93325 in 2008 would result in a furthcr 26% reduction in the allowable 
for complctc ccho, whilc my rcnt, malpracticc insurance, health insurance, secretarial, technical, accounting and supplies cxpenscs stcadily incrcasc. Ironically, of 
thc 54 codcs in the 5 ycar rcvicw of work rclativc valuc units, 93325 which had a rcqucsted work R W  incrcasc, was thc only one with which CMS disagreed. I, 
and I am confidcnt my cardiology collcagucs, requcst reconsidcration of your proposal. 
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Submitter : Mrs. debbie kaufman Date: 08/24/2007 

Organization : american ass. of nurse anesthetists 

Category : Other Practitioner 

Issue Areas/Comments 

Background 

Background 

August 20,2007 
Officc of thc Administrator 
Centers for Medicare & Medicaid Services 
Department of Hcalth and Human Services 
P.O. Box 8018 RE: CMS 1385 P (BACKGROUND, IMPACT) 
Baltimore, MD 21244 801 8 ANESTHESIA SERVICES 
Dcar Administrator: 
As a member of the American Association of Nurse Anesthetists (AANA), I writc to support the Centers 
for Mcdicarc & Medicaid Scrviccs (CMS) proposal to boost the valuc of ancsthesia work by 32%. Under 
CMS proposcd rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008 
compared with current levels. (72 FR 38122,7/12/2007) If adopted, CMS proposal would help to 
cnsurc that Ccrtificd Rcgistcred Nursc Ancsthctists (CRNAs) as Mcdicare Part B pmviders can continue 
to providc Mcdicarc bcncficiarics with acccss to ancsthcsia scrviccs. 
This incrcase in Mcdicarc paymcnt is important for sevcral reasons. 
I First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for 
ancsthcsia serviccs, putting at risk the availability of anesthcsia and other healthcare services for 
Mcdicare bcncficiarics. Studies by the Medicare Paymcnt Advisory Commission (McdPAC) and 
othcrs havc dcmonstrated that Mcdicarc Pan B reimburses for most scrvices at approximately 
80% of privatc markct ratcs, but reimburses for ancsthcsia services at approximately 40% of 
privatc markct ratcs. 
I Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B 
providers services had teen reviewed and adjusted in previous years, effective January 2007. 
Howcvcr, the valuc of ancsthcsia work was not adjusted by this proccss until this proposed rule. 
I Third. CMS Drowsed change in the relative value of anesthesia work would h e l ~  to correct the . . - 
value of ancsthcsia scrviccs which havc long slippcd behind inflationary adjustments. 
Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable 
growth ratc (SGR) cut to ~ c d i c a r c  payment, an average 12-unit anesthesia service in 2008 will be 
rcimburscd at a ratc about 17% below 2006 paymcnt lcvcls, and more than a third below 1992 paymcnt 
lcvcls (adjusted for inflation). 
America s 36,000 CRNAs provide some 27 mlllion anesthetics in the U.S. annually, in every setting 
requiring ancsthcsia scrvices, and are the predominant ancsthcsia pmviders to rural and medically 
undcrscrvcd America. Medicare patients and healthcarc delivery in the U.S. depend on our serviccs. The 
availability of ancsthesia serviccs depcnds in part on fair Medicare payment for thcm. 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 anesthcsia payment. 
Sincerely, 
- Debbie Kaufman CRNA 
Name & Credential 
- 60 Osagc Trail 
Address 
L o u i s v i l l e , K y  40245 
City, State ZIP 
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Submitter : Dr. Nadine Coudret Date: 08/24/2007 
Organization : University of Southern Indiana 

Category : Academic 

Issue Areas/Comments 

Resource-Based PE RVUs 

Resource-Based PE R W s  

Filc Codc CMS-1385-P: Commcnts Rclated to Mcdicarc Program; Rcvisions to Paymcnt Policics Under thc Physician Fec Schcdulc for Calcndar Ycar 2008 
I am writing to offcr my opinion about the Proposed Rulc CMS-1385-P as it relatcs to the provision of Home INR Monitoring scrviccs ((3-0248 and (3-0249). 
My perspectives arc based on my cxpcrience as Dean of thc Collcge of Nursing and Health Professions at thc University of Southern Indiana. 
Our collegc offers a unique continuing education program for nurses, pharmacists and physicians with responsibility for monitoring and managing outpatient 
anticoagulation therapy. This program focuses on the physiology and pathophysiology of thromboembolic disorders, patient assessment and management, 
pharmacology of antithrombotic agents, patient education and program administrative procedures. Over the years, we have been following the development of 
Medicare s decision to cover of Home INR Monitoring. In fact, we offer a separate program specifically focused on the concepts and practices of Anticoagulation 
rcimbursemcnt. The contcnt for both programs were designed utilizing the compctcncies for anticoagulation therapy providcrs developed by the Ccrtified 
Anticoagulation Provider Working Group and has been revicwed by local and national expcrts. To date, we have awarded ccrtificates in both programs to ovcr 
4.000 hcalth care professionals many of whom use point of care INR monitors for paticnts on anticoagulation therapy. 
I am writing today to express my concerns rclated to thc payment mcthods used by CMS and a recommendation to cnsurc that all training serviccs bc pcrformcd 
on a facc-to-facc (rathcr than an impersonal telcphonic) basis. 

I. Training Mcthods ((30248): As the adoption of Homc INR Monitoring has grown ovcr the past scveral years, it has come to my attention that some non- 
physician providcrs choosc to train paticnts by tclcphonc or by simply providing the patient a videolDVD to revicw. I want CMS to be aware that thcsc 
approaches are incons~stent with recommendations made by our program and with the most recogn~zed guidelines Managing Oral Anticoagulation Therapy 
published by three members of our National Advisory Board (Jack Anscll, M.D.. Lynn Oertcll, M.S. and Ann Wittkowsky. PharmD). In my professional opinion 
I belicve that it is not possible to properly train patients in Home INR Monitoring using impersonal telephonic or DVDIvideo methods. For this reason, I 
recommend that CMS cnsure that the resource-based R W s  for GO248 be based on at least 2 hours of Clinical Staff time and to specifically confirm that payment 
for GO248 scrviccs will not be made for telephonic or other impersonal training methods. 

2. Payment Methods (G0248lG0249): 1 believe that the current method that CMS uses to pay for INR monitoring equipment is confusing for health care 
providcrs. By amortizing thc capital cost of the INR monitor on a per test basis CMS has inadvertently created a financial incentive for providcrs to mandate the 
maximum number of tests per year (i.e. 52) without consideration for the real n d s  of the patient or the recommendations of the trcating physician. Therefore, as 
an altcrnativc to this approach, I strongly recommend that CMS consider treating the entire cost of the monitor as a onc-time upfront cost included in (30248. 
Doing so would climinate the incentive for certain providcrs to ovcr test and would fairly compensate legitimate providers for the cost of the equipment upfront. 

I sincerely apprceiatc thc opportunity to comment on these issucs and would be happy to provide further information if nceded. 

Sinccrely. 

NADINE COUDRET, RN, EdD 
Dean, College of Nursing and Health Professions 
Professor of Nursing 
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Submitter : Date: 08/24/2007 

Organization : 

Category : Physical Therapist 

Issue AreaslComments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Greetings. 
I opposc the physician's abilty to rcfer thcir paticnts for an ancilliary scrvicc that has monctory conncction to thcm including ownership. That has a grcat potcntial 
for misusc and substandard care. Thcse includc Physical Thcrpay serviccs, and physicians are known to hire inadequately trained personnel like ATCs, Massage 
Therapists, to provide these Physical Therapy serviccs. Mcdicarc should not bc validating thesc practices by paying Physicians for these services. 
Appreciatc your attention. 
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Submitter : Mr. David Williamson Date: 08/24/2007 

Organization : Rehab 

Category : Physical Therapist 

Issue AreasIComments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Physician Sclf-refcrral Issucs: My commcnt pertains to thc 2008, July 12 physician fec schcdulc rulc. In Arkansas, morc and morc physicians arc adding apart- 
timc physical thcrapist to thcir staff, performing thc lowcst standard of carc as it pcrtains to outpaticnt rehab. This standard of care is low duc to thc fact that thcy 
often providc no treatment area beyond the patient rooms thcy use for their own medical practicc. I have becn practicing for 15 ycars. I have never scen the quality 
of thcmpy drop more than in the last few years in regards to outpaticnt services, mostly due to physicians taking therapy services in-housc, but not committing to 
the financial obligations that a rehab clinic cost's to equip and operatc. Most of the patients who recicvc therapy in a physician's officc have to go a second round 
in a true rehab clinic later, as the quality of therapy is often so low initially, it was of no benefit. 
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Submitter : Ms. Melody Windrow Date: 08/24/2007 
Organization : AANA 

Category : Other Health Care Professional 

Issue AreaslComments 

Background 

Background 

Oficc of thc Administrator 
Ccntcrs for Mcdicarc & Medicaid Serviccs 
Dcpanmcnt of Hcalth and Human Serviccs 
P.O. Box 8018 RE: CMS 1385 P (BACKGROUND, IMPACT) 
Baltimore, MD 21244 8018 

ANESTHESIA SERVICES 

Dcar Administrator: 

As a mcmbcr of thc Amcrican Association of Nursc Anesthetists (AANA), I writc to support thc Ccntcrs for Medicarc & Mcdicaid Scrviccs (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 
wtth current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to ensure that Certified Registered Nurse Anesthetists (CRNAs) as Medicare 
Pan B providcrs can continuc to providc Mcdicare bcncficiarics with access to ancsthcsia scrviccs. 
This incrcasc in Mcdicarc paymcnt is important for several masons. 
First, as thc AANA has previously stated to CMS, Medicare currently undcr-reimburses for anesthesia services, putting at risk thc availability of anesthesia and 

othcr hcalthcare scrviccs for Medicare bencficiarics. Studies by the Medicarc Payment Advisory Commission (McdPAC) and others havc demonstrated that 
Mcdicarc Part B rcimbwscs for most services at approximatcly 80% of private markct rates, but reimburses for anesthesia scrvices 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, 

cffcctivc January 2007. Howcver, thc value of ancsthcsia work was not adjusted by this proccss until this proposed rule. 
Third, CMS proposed change in the relative value of anesthesia work would help to correct the value of anesthesia services which have long slipped behind 

inflationary adjustments. Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable growth rate (SGR) cut to 
Mcdicarc paymcnt, an avcragc 12-unit anesthesia scrvicc in 2008 will bc reimbursed at a rate about 17% below 2006 payment levcls, and more than a third below 
1992 payment levels (adjusted for inflation). Americas 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting requiring 
ancsthcsia scrviccs. and arc thc prcdominant anesthcsia providcrs to rural and medically underserved Amcrica. Mcdicarc paticnts and hcalthcare delivcry in thc U.S. 
depend on our services. The availability of anesthesia services depends in pan on fair Medicare payment for them. 1 support the agency s acknowledgement that 
ancsthcsia paymcnts havc bccn undcrvalucd, and its proposal to increasc the valuation of ancsthcsia work in a manncr that boosts Mcdicarc anesthesia paymcnt. 

Sinccrcly, 
Mclody D. Windrow SRNA 
Midddlc Tcnncssce School of Ancsthcsia 
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Submitter : Dr. Richard Whitten 

Organization : Noridian Administrative Services 

Category : Physician 

Issue AreasIComments 

Date: 08/24/2007 

Geographic Practice Cost Indices 
(GPCIs) 

Geographic Practice Cost Indices (GPCIs) 

Colleagues: In the Federal Register1 Vol. 72, No. 1331 Thursday, July 12,2007 I Proposed Rules, page 381 38 appears the conclusion: 

(iii) Equipment and Supplies: We assume that items 
such as medical equipment and supplies have a national 
market and that input prices do not vary among geographic 
areas. As mentioned in previous updates, some price 
differences may cxist, but we believe these differences arc 
more likely to be bascd on volume discounts rather than on 
geographic market differences. Equipment and supplies are 
factorcd into thc GPCls with a component indcx of 1.000. (End of quote) 

Whcrcas this may bc a logical and reasonable conclusion for much of the contiguous United States, it is manifestly unfair to arcas where shipping costs for 
cquipmcnt and supplics are a much more major factor such as thc Pacific territories of American Samoa, Guam and the Manana Islands, and for much of the 
Hawaiian Islands and large portions of Alaska. As contractor mcdical director in these regions, I have seen a great many examples where providers are forced to 
limit serviccs bccause of the inadequacy of Mcdicarc reimbursements that allow no differential for inadequate shipping costs, commonly by air. Is it not possible 
to better asscss some factor to account for the routinc, inordinate shipping differential to these areas, please? Thank you for considering. 

Richard W. Whittcn, MD, MBA, FACP 
Contractor Medical Director, Medicare B for AK, HI & WA 

CMS- 1385-P-7573-Attach-] .DOC 
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Re: GEOGRAPHIC PRACTICE COST INDICES (GPCIs) 

Colleagues: In the Federal Register1 Vol. 72, No. 1331 Thursday, July 12,2007 I 
Proposed Rules, page 38138 appears the conclusion: 

(iii) Equipment and Supplies: We assume that items 
such as medical equipment and supplies have a national 
market and that input prices do not vary among geographic 
areas. As mentioned in previous updates, some price 
differences may exist, but we believe these differences are 
more likely to be based on volume discounts rather than on 
geographic market differences. Equipment and supplies are 
factored into the GPCIs with a component index of 1.000. 

Whereas this may be a logical and reasonable conclusion for much of the contiguous 
United States, it is manifestly unfair to areas where shipping costs for equipment and 
supplies are a much more major factor such as the Pacific territories of American Samoa, 
Guam and the Manana Islands, and for much of the Hawaiian islands and large portions 
of Alaska. As contractor medical director in these regions, I have seen a great many 
examples where providers are forced to limit services because of the inadequacy of 
Medicare reimbursements that allow differential for inadequate shipping costs, 
commonly by air. Is it not possible to better assess some factor to account for the routine, 
inordinate shipping differential to these areas, please? Thank you for considering. 

Richard W. Whitten, MD, MBA, FACP 
Contractor Medical Director, Medicare B for AK, HI & WA 

Honolulu 808 522-1570 
Kent, WA 253 437-5402 



Submitter : Ms. Katharine Ayres 

Organization : Clinical Laboratory Management Association (CLMA) 

Category : Health Care Professional or Association 

Issue AreaslComments 

Clinical Laboratory Issues 

Clinical Laboratory Issues 

Scc anachmcnt 

CMS- 1385-P-7574-Attach- 1 .DOC 
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THE RESOURCE FOR LABORATORY PROFESSIONALS 

+h43y 

I 
989 Old Eagle School Rd., Suite 815 
Wayne, PA 19087-1704 
te l610  995 9580 
fax 610 995 9568 
www.clma.org 

Centers for Medicare and Medicaid Services 
Department of Health and Human Services 
Attention: CMS-1385-P 
P.O. Box 8018 
7500 Security Boulevard 
Baltimore, MD 21244-8018 

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

2008;and he Proposed Elimination of the E-Prescribing Exemption for Computer 
Generated Facsimile Transmission 

Introduction: 
On behalf of CLMA, the Clinical Laboratory Management Association, an organization 
of more than 4,300 clinical laboratory professionals and consultants representing hospitals, 
independent clinical laboratories, physician office laboratories, skilled nursing facilities, and 
medical device companies, I am writing in response to the July 12,2007 Federal Register notice, 
Medicare Program; Proposed Revisions to Payment Policies Under the Physician Fee Schedule, 
and Other Paa B Payment Policies for CY 2008; Proposed Revisions to the Payment Policies of 
Ambulance Services Under the Ambulance Fee Schedule for CY 2008; and the Proposed 
Elimination of the E-Prescribing Exemption for Computer-Generated Facsimile Transmissions. 
The proposed rule published on July 12,2007 addresses issues related to the clinical laboratory 
fee schedule. 
CLMA's comments address issues in the following sections: 

G. Issues Related to the Clinical Laboratory Fee Schedule 
1) New Clinical Diagnostic Laboratory Test 
2) Technical Revisions 

New Clinical Diagnostic Laboratory Test 
Reconsideration Process: 
The proposed rule includes a reconsideration process that would apply to new tests on or after 
January 1,2008. Comments in response to a new test that is cross-walked would be accepted for 
60 days after a payment determination is posted. Any changes to the payment determination 
would be final and applied to the next year. If a gap filled test is changed to a test that is cross 
walked, the new cross walk would not be subject to further reconsideration. 
New tests that are gap filled would be subject to reconsideration within the first year. Comments 
would be accepted for 60 days after carrier-specific payment amounts are posted on April 30" of 
each year. Changes would be used to adjust the National Limitation Amount (NLA) for the next 
year. If a new test is changed from being cross-walked to gap filled, it would be subject to the 
reconsideration process. 
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Regarding the proposed reconsideration process, CLMA supports the recommendation proposed 
by the Advanced Medical Technology Association (AdvaMed) of more than one public meeting 
per year, in addition to the CMS public meeting on payment determinations typically held in July 
each year, to discuss comments under the reconsideration process. We also support not limiting 
oral comments at the public meetings only to those who submitted written comments. 

CLMA would also like to recommend that CMS allow comments under the reconsideration 
process in response to both the carrier-specific amounts posted on April 30" of the first year, and 
the final amounts posted on September 30". Although we understand and appreciate CMS' time 
constraints and the attempt to confine the process to within a year, we believe the laboratory 
community should be afforded maximum opportunities to comment during the reconsideration 
process utilizing all available data. 

Cross Walks: 
CLMA also supports AdvaMed's recommendation of when cross-walking payment for a new 
test, to set the payment amount at the national limitation amount ( N U )  of the test on the clinical 
laboratory fee schedule to which the new test is cross-walked. 

CLMA believes cross walks to the NLA will avoid inappropriate cross-walks, which may be 
based on emneous historical pricing of the tests being cross walked to. This will also avoid 
perpetuating an already irrational clinical laboratory fee schedule. 

Gap fill: 
Regarding the gap fill process, CLMA supports the following general recommendations put forth 
by the Advanced Medical Technology Association (AdvaMed) during the July 16,2007 public 
meeting to discuss payment determinations for new 2008 Current Procedural Terminology (CPT) 
codes for clinical laboratory tests: 

1. Contractors that are familiar with a test, and are responsible for areas where a new test will 
be performed and claims would be processed, should be chosen to gap fill that test 

2. Contractors chosen to gap fill a new test should receive clear instructions from CMS and 
consider a number of factors, e.g., resources needed to perform the test, staff expertise, time 
needed to perform the test and its potential value 

3. CMS should publish the gap fill prices determined by contractors and an explanation of the 
price 

4. An expert advisory committee, broadly representative of the laboratory industry should 
advise CMS, on cross walks and gap fill pricing 

CLMA would also like to reiterate our comments in response to the 2007 PFS. For gap filling, 
CLMA recommends that CMS establish requirements for documentation and standardize the 
sources and quantity of data that contractors use in gathering the charge and cost information. 
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We believe that if the gap filling process was clearly defined and rational, it could truly be 
considered as an option by the laboratory community in making recommendations for payment 
determinations for new CPT codes. 
In order to avoid a full year of potentially inappropriate gap fill amounts set by individual 
carriers, CLMA would also like to specifically recommend that CMS establish a temporary NLA 
based on the carrier-specific amounts posted on April 30" within the first year of the gap fill 
process. 

Technical Revisions 
This section of the 2008 PFS proposed rule would define the tern "new test" in regulation using 
the statutory definition of "any clinical laboratory test for which a new or substantially revised 
HCPCS code is assigned on or after January 1,2005 ." 
CLMA supports this technical revision as proposed. 

In closing, CLMA appreciates the opportunity to comment on these important issues. Our 
members and staff stand ready to answer any questions or concerns that you may have regarding 
these comments. 
Please contact Katharine I. Ayres, CLMA Director of Legislative and Regulatory Affairs, at 
kayres@clma .org or 6 10.995.9580 for fuaher assistance. 
Sincerely, 

JoAnne Milbourn, President 



Submitter : Dr. John Vu 

Organization : St. John's Health System 

Category : Physician 

Issue Areas/Comments 

Date: 08/24/2007 

GENERAL 

GENERAL 

I am an ancsthcsiologist in Anderson, Indiana. Most people in Anderson receivc the medical bcncfits thru mcdicare or medicaid. For this rcason, it is very 
dificult to recruit new ancsthcsiologist to come to this city to provide ancsthesia to paticnts who necd surgery. Who wants to come to Anderson if they could not 
make dcccnt incomc? It will be very helpful if the reimbursement to thc ancsthcsiologist from CMS is increased so that those who are providing anesthesia to the 
medicare and low-income population will not lcavc this area; and new anesthesiologists have more incentives to come to this area. 

If you have any question or suggestion for me, please call mc at 765-646-8490. Thank you for reading this comment and thank you for your support. 

John T. Vu 
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Submitter : Mary Albert Date: 08/24/2007 

Organization : Resurgens Orthopedics 

Category : Physician 

Issue AreaslComments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Physician owncd PT and imaging is BENEFICIAL TO THE PATIENTS. Paticnts havc thc right to choosc who providcs thcir mcdical scrviccs and many prcfcr a 
PT facility that is affiliated with thcir trcating physician. Physician owned facilitics allow thc MD to morc closely monitor thcir patients during thc course of 
care. An additional benefit is increased competition in the physical thcrapy arcna which rcsults in decreased costs. And, there is a higher ratio of thcrapists to 
patients-something which can only benefit patients. 

Plcasc consider thcsc issucs and do not ban referrals to physician-owned physicial therapy facilities. 
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Submitter : Mr. Kenneth Kron 

Organization : Physical Therapy Plus 

Category : Physical Therapist 

Issue Areas/Comments 

Date: 08/24/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

August 23,2007 

Mr. Kerry N. Weems 
Adminishator-Designate 
Centers for Medicarc and Medicaid Services 
U.S. Departmcnt of Health and Human Serviccs 
Attention: CMS-1385-P 
P.O. Box 801 8 
Baltimorc. MD 2 1244-8018 

Rc: Physician Officc PTIOT Serviccs 

Dcar Mr. Wccms: 

I am writing this lcttcr to express my concern regarding the in-office ancillary service arrangements that have impacted the delivcry of quality physical and 
occupational thcrapy. 

The in-office ancillary services exception has created a loophole which has resulted in many physician-owned arrangements that provide substandard physical 
and occupational services. 

Physicians arc in a position to rcfer Medicare beneficiaries to in-office physical and occupational services in which they have a financial interest. Thcre is an 
inhcrcnt tinancial inccntive to overutilize scrviccs undcr thc in-office ancillary services option. 

Thcrapy trcatmcnts are rcpetitivc in naturc. Patients receiving outpatient physical and occupational therapy can just as casily rcturn to a therapy clinic as to thc 
physician ofticc. 

I havc bccn madc awarc of situations by patients of abusive arrangements by physician ofices who have pressured patients into recciving physical therapy 
trcatmcnt in thcir facility cven when thc patient has rcquested to go to another facility such as the one that I manage. Thesc physician offices pressure paticnts into 
rccciving trcatmcnt in thcir own facility, and dcny paticnts their right to heat at the facility of their choice. 

Thank you for considering these comments and eliminating this in-office ancillary services 

Kcnncth Kron, MPT, CSCS 
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Submitter : Mr. Justin Lawson Date: 08/24/2007 

Organization : Elite Sports Medicine and Orthopaedic Center, PLC 

Category : Health Care Professional or Association 

Issue AreasIComments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Re: Section II.M3; In-Ofice Ancillary Scrviccs Exccption. 

The current Stark Laws should remain intact with regard to the physician's ability to meet the Safc Harbor exclusion for providing Physical Therapy Services. Thc 
physician must havc the ability to impact the coursc of care and should bc accessible to the physical therapist to promote and improve communications - through 
face-to-face intcraction - regarding patients and their progress. All barriers in communication should bc removcd and locating physical therapy clinics within 
physician practices improves the quality of care and can makc the rehabilitation process more efficient and less costly. Physical therapists working under 
physicians are also not motivated, in most circumstanccs, to improve their pcrsonal profits by ovcr-billing and increasing thc length of stay. Finally, physical 
therapists working with physicians havc a uniquc opportunity to spend time with the physician in the clinical and surgical environment, which clearly improves 
thc communication, education and trcatment process and results in happicr patients that fccl more comfortable with a thcrapist who is working under the direction 
and supcwision of their trusted physician. 
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Submitter : Dr. Richard Whitten Date: 08/24/2007 

Organization : Noridian Administrative Services 

Category : Physician 

Issue Areas/Comments 

Beneficiary Signature 

Beneficiary Signature 

Colleagues: In this section of the Proposed Rule it is proposed to waivc thc requirement for a beneficiary signature under ccrtain emergency conditions. This is 
logical and appropriate. It should, however, apply only when the transport is to the closcst facility equipped and able to handle the emergency condition (a 
rcquirement for Medicare payment). In circumstanccs where transport is to any morc distant facility, the ambulance provider or supplier should continue to be 
rcquired to otain a beneficiary's (or other authorized) signature. In these circumstances the signature will evidence an understanding and acceptance of the condition 
that the benefieiary is responsible for the excess transportation cost to the more distant facility. Thank you for considering. Richard W Whitten MD, Contractor 
Medical Dircctor for AK. HI & WA. 
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Submitter : Ms. Joan Dobbins Date: 08/24/2007 

Organization : Ms. Joan Dobbins 

Category : Other Health Care Professional 

Issue AreaslComments 

GENERAL 

GENERAL 

August 24,2007 
Officc of thc Administrator 
Centers for Medicare & Medicaid Services 
Department of Health and Human Services 
P.O. Box 801 8 RE: CMS 1385 P (BACKGROUND, IMPACT) 
Baltimore, MD 2 1244 8018 ANESTHESIA SERVICES 
Dcar Administrator: 
As a mcmbcr of the Amcrican Association of Nursc Anesthetists (AANA), I write to support thc Ccntcrs 
for Mcdicarc & Medicaid Services (CMS) proposal to boost the valuc of anesthcsia work by 32%. Undcr 
CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008 
compared with current levels (72 FR 38122,7/12/2007) If adopted, CMS proposal would help to 
cnsurc that Ccrtificd Registered Nursc Anesthetists (CRNAs) as Medicare Part B providers can continue 
to providc Mcdicarc bcncficiarics with acccss to ancsthcsia scrviccs. 
This incrcasc in Medicarc payment is important for scvcral reasons. 
I First. as the AANA has previously stated to CMS, Medicare currently under-reimburses for 
ancsthcsia services, putting at risk thc availability of anesthcsia and othcr healtheare services for 
Medicarc bcncficiaries. Studies by the Medicare Paymcnt Advisory Commission (MedPAC) and 
othcrs 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 
private markct rates. 
I Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B 
providers services had been reviewed and adjusted in previous years, effective January 2007. 
Howcvcr, thc value of anesthesia work was not adjustcd by this proccss until this proposed rulc. 
I Third, CMS proposed change in the relative value of anesthesia work would help to correct the 
valuc of ancsthcsia scrviccs which have long slippcd behind inflationary adjustments. 
Additionally, 1f CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable 
growth ratc (SGR) cut to Mcdieare payment, an average 12-unit ancsthesia scrvice in 2008 will be 
rcimburscd at a ratc about 17% below 2006 paymcnt Icvels, and more than a third bclow 1992 payment 
lcvcls (adjusted for inflation). 
Americas 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting 
requiring anesthesia services, and arc thc predominant ancsthesia providcrs to rural and medically 
undcrserved America. Mcdicarc patients and healthcarc delivcry in the U.S. depcnd 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 
thc valuation of ancsthesia work in a manner that boosts Medicarc anesthesia payment. 
Sinccrcly, 
Joan Dobbins, CRNA, MS. APRN 
323 Thistlc Lane 
Southington, CT 06489 
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Submitter : Date: 08/24/2007 

Organization : 

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 Scrvices 
P.O. Box 801 8 RE: CMS 1385 P (BACKGROUND, IMPACT) 
Baltimore, MD 21244 8018 ANESTHESIA SERVICES 

Dcar Ms. Norwalk: 

As a mcmbcr of the Amcrican Association of Nurse Anesthetists (AANA), I write to support thc Centers for Medicare & Medicaid Serviccs (CMS) proposal to 
boost the value of anesthesia work by 32%. Under CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008 compared 
with current levels. (72 FR 381 22, 711 212007) If adopted, CMS proposal would help to ensure that Certified Registered Nurse Anesthetists (CRNAs) as 
Mcdicarc Part B providcrs can continuc to provide Medicarc bcneficiarics with access to anesthesia services. 

This increasc in Medicare payment is important for several reasons. 

? First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for anesthesia services, putting at risk the availability of anesthesia and 
other hcalthcare services for Medicare beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and others have demonstrated that 
Mcdicarc Part B reimburscs for most services at approximately 80% of private market rates, but reimburses for anesthesia services at approximately 40% of private 
markct ratcs. 
? Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B providers services had been reviewed and adjusted in previous years, 
cffcctivc January 2007. Howcver, thc value of ancsthesia work was not adjustcd by this process until this proposcd 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 adjustmcnts. 

Additionally. ~f 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 ancsthcsia scrvicc in 2008 will bc reimburscd at a ratc about 17% below 2006 paymcnt levels, and morc than a third below 1992 paymcnt levels (adjustcd 
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. Mcdicare patients and healthcare delivery in the U.S. depend on our services. The availability of 
anesthesia services depends in part on fair Medicare payment for them. I support the agency s acknowledgement that anesthesia payments have been undervalued, 
and its proposal to increase the valuation of anesthesia work in a manner that boosts Mcdicare anesthesia payment. 

Sinccrcly, 

- Eric Toohcy 
Namc & Crcdcntial 
- 2204 Crcsccnt Vallcy Lanc 
Addrcss 
- Hcrmitagc, TN 37067 
City. Statc ZIP 
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Submitter : Dr. John Sherry I1 

Organization : American Society of lntrventional Pain Physicians 

Category : Physician 

Issue Areas/Comments 

Payment For Procedures And 
Services Provided In ASCs 

Payment For Procedures And Services Provided In ASCs 

Payment cuts presently planncd will bc dcvastating to my medical practice. 
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Submitter : Mr. Alan Howell 

Organization : Howell Rehabilitation, Inc 

Category : Physical Therapist 

Issue AreaslComments 

Date: 08/24/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

August 16, 2007 

Carcy N. Weems 
Administrative Designatc 
Centers for Mcdicare and Medicaid Scrviccs 
US Dcpartment Health and Human Scrviccs 
Attn: CMS-1385-P 
PO Box 80 18 
Baltimorc. Maryland 2 1244-801 8 

RE: Mcdicarc Program. Proposcd Revisions to Mcdicarc Policics under Physician FCC Schedulc, and othcr Part B payment policies for CY 2008; proposed mlc 

Dear Mr. Wccms, 

1 am a physical thcrapist practicing here in Cincinnati, Ohio. I have been practicing physical therapy for over 30 years in this current rcgion. My first 15 wcre in 
physician-owncd physical thcrapy clinics, and thcn the rcst have been independent practicc. During this past 3 ycars I have noticed a significant change in the 
climatc of physical therapy, spccifically in referral for profit situations. During my ycars in a physician-owned physical therapy praeticc, specifically one 
physician owned thc physical thcrapy practice where the other four or fivc at the time did not. The refcrral pattern was significantly different based on who owned 
thc physical thcrapy and not. The potential for fraud and abusc in this situation was great. 

As for the climatc in Cincinnati today based on thc Stark 11 laws, Cincinnati has approximately 70 orthopcdic surgeons, of which five have chosen not to own 
thcir own physical thcrapy. Thrce years ago wc built out space in a physician+wned building that housed five orthopedic surgeons. Thesc orthopedic surgeons 
charged a fair markct rate for thc rcnt. We saw it as an cxccllcnt opportunity to move into a building whcrc orthopcdic surgcons arc located due to thc paticnt 
tlow. At that time thcsc physicians did not own physical thcrapy and did not carc to. Wc did havc a wcll cstablishcd practicc at that time since wc were in that 
arca for approximately 5 ycars prior to moving to this ncw 

August 16,2007 
Page 2 

location. Approximately I ? years after being in this location and realizing a significant traffic flow of patients, including referrals to physical therapy, these 
including patients that were the physician s family members. Since that tlme this group has joined another orthopedic group that owns their own physical 
thcrapy. Our rcfcrrals arc lcss than half Patients havc rcqucstcd us and were told that they must attend physical therapy at the physician-owned practicc location 
that is much further away. 

At anothcr location wc had paticnts actually schcdulcd for post-opcrativc visits and called to cancel based on the physician demanding that his paticnts stay in his 
practicc cvcn though our location is far more convenient to thcir home and the paticnt knows of our reputation for quality carc. The paticnt was told thcy arc not to 
attcnd thcrapy hcrc outsidc of his officc. This past ycar scvcn (7) private practicc physical therapy locations have closed duc to rcfcrral for profit, thus limiting 
acccss to indcpcndcnt physical therapists. 

Thcsc arc rcal cxamplcs since the Stark 11 laws havc come into play. The choices paticnts uscd to enjoy in seeking the best carc, as wcll as the most convenient 
location. arc no longcr being allowcd. I see a tremendous potential for abuse that may occur from thcsc types of scrvices in physician-owned ofices and I would 
hope that you would consider these points. 

Thank you Mr. Wecms for your considcration of my comments and would hope that if you have any questions you would not hcsitatc to contact me. 

Sincerely. 

Alan J .  Howcll, PT. SCS, ATC 
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August 16,2007 

Carey N. Weems 
Administrative Designate 
Centers for Medicare and Medicaid Services 
US Department Health and Human Services 
Attn: CMS- 1385-P 
PO Box 8018 
Baltimore, Maryland 2 1244-801 8 

RE: Medicare Program, Proposed Revisions to Medicare Policies 
under Physician Fee Schedule, and other Part B payment policies for 
CY 2008; proposed rule 

Dear Mr. Weems, 

I am a physical therapist practicing here in Cincinnati, Ohio. I have 
been practicing physical therapy for over 30 years in this current 
region. My first 15 were in physician-owned physical therapy clinics, 
and then the rest have been independent practice. During this past 3 
years I have noticed a significant change in the climate of physical 
therapy, specifically in referral for profit situations. During my years 
in a physician-owned physical therapy practice, specifically one 
physician owned the physical therapy practice where the other four or 
five at the time did not. The referral pattern was significantly different 
based on who owned the physical therapy and not. The potential for 
fraud and abuse in this situation was great. 

As for the climate in Cincinnati today based on the Stark I1 laws, 
Cincinnati has approximately 70 orthopedic surgeons, of which five 
have chosen not to own their own physical therapy. Three years ago 
we built out space in a physician-owned building that housed five 
orthopedic surgeons. These orthopedic surgeons charged a fair market 
rate for the rent. We saw it as an excellent opportunity to move into a 
building where orthopedic surgeons are located due to the patient flow. 
At that time these physicians did not own physical therapy and did not 
care to. We did have a well established practice at that time since we 
were in that area for approximately 5 years prior to moving to this new 
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location. Approximately 1 Yz years after being in this location and 
realizing a significant traffic flow of patients, including referrals to 
physical therapy, these including patients that were the physician's 
family members. Since that time this group has joined another 
orthopedic group that owns their own physical therapy. Our referrals 
are less than half. Patients have requested us and were told that they 
must attend physical therapy at the physician-owned practice location 
that is much further away. 

At another location we had patients actually scheduled for post- 
operative visits and called to cancel based on the physician demanding 
that his patients stay in his practice even though our location is far 
more convenient to their home and the patient knows of our reputation 
for quality care. The patient was told they are not to attend therapy 
here outside of his office. This past year seven (7) private practice 
physical therapy locations have closed due to referral for profit, thus 
limiting access to independent physical therapists. 

These are real examples since the Stark I1 laws have come into play. 
The choices patients used to enjoy in seeking the best care, as well as 
the most convenient location, are no longer being allowed. I see a 
tremendous potential for abuse that may occur from these types of 
services in physician-owned offices and I would hope that you would 
consider these points. 

Thank you Mr. Weems for your consideration of my comments and 
would hope that if you have any questions you would not hesitate to 
contact me. 

Sincerely, 

Alan J. Howell, PT, SCS, ATC 



Submitter : Mrs. diane simon 

Organization : Mrs. diane simon 

Category : Other Technician 

Issue Areas/Comments 

Date: 08/24/2007 

GENERAL 

GENERAL 

It is so important to keep thcsc scrviccs acsessablc especially to those paticnts who are oldcr and thosc patients for whom traveling to another facility would provc 
to impose an unnessisary hardship-thank-you in advancc for your consideration regarding this very cmcial matter. 
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