CMS-1385-P-8918

Submitter : Miss. Mischa Jemionek Date: 08/27/2007
Organization :  Temple University
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL

Decar Sir or Madam:

I am a certificd athletic trainer working in the high school setting. [ am the assistant athletic trainer at this high school that has approximately 400 student-
athictes. I rccieved my undergraduate degrec in athetic training and am currently working on a post-graduate degree in kinesiology. I am a ccrtified athletic
traincr, EMT, and strength and conditioning specialist.

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

While 1 am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, [ am more concerned
that thcse proposed rules will create additional lack of access to quality health care for my patients.

As an athlctic traincr, T am qualified to perform physical medicinc and rehabilitation services, which you know is not the same as physical therapy. My cducation,
clinical cxpcrience, and national certification exam ensure that my patients receive quality hcalth care. State law and hospital medical professionals have dcemed
me qualified to perform these services and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irrespansible for CMS, which is supposed to be
concerned with the health of Americans, especially thosc in rural areas, to further restrict their ability to reccive those services. The flexible current standards of
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-cffective treatment available.

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

Sincercly,

Mischa Jemionck, MA, ATC, CSCS, EMT
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CMS-1385-P-8919

Submitter : Dr. Richard Epstein Date: 08/27/2007
Organization :  Thomas Jefferson University Hospital
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslic V. Norwalk, Esq.<br>

Acting Administrator<br>

Centers for Medicarc and Medicaid Scrvices<br>
Attention: CMS-1385-P<br>

P.O. Box 8018<br>

Baltimorc, MD 21244-8018<br><br>

<p>Re: CMS-1385-P</p>
<p>
Ancsthesia Coding (Part of 5-Year Review)</p>

Dcar Ms. Norwalk:<br?<br>

<P>] would likc to cxpress my strong support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I appreciate that CMS
recognizes the undervaluation of anesthesia services to our seniors and is trying to rectify this situation.</P>

<P>

We in ancsthesia have long labored under a significant undervaluation of our work compared to other physician services. Medicare payment for anesthesia services
is just $16.19 per unit, an amount that is less on an hourly basis that I pay either my plumber or my electrician. This amount does not cover the cost of caring for
our scnior citizens (a group that I am too fast approaching), and is creating a system in which many anesthesiologists are relocating from or choosing not to move
to arcas with substantial Medicare populations.

</P>

<P>The¢ RUC recommended that CMS increase the anesthesia conversion factor by $4.00 per anesthesia unit, reflecting an undervaluation of our services by over
30%. This would serve as a major step forward in correcting the long-standing undervaluation of our services. [ appreciate that the Agency accepted this
recommendation in its proposed rule and support full implementation of the RUC's recommendation.

</P>

<p>

Thank you for your consideration of this serious matter.

</P>

<b>Richard H. Epstein, MD</br>

<b>Professor of Ancsthesiology</br>

<b>Jefferson Medical College</br>

Thomas Jefferson University Hospital
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CMS-1385-P-8920

Submitter : Mrs. Linda Haller Date: 08/27/2007
Organization:  Mrs. Linda Haller
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL

Decar Sir or Madam:
[ recently graduated as a nontraditional student with a major in athletic training. I passed my board of certification exam and I am now a licensed athletic trainer.
I currcntly work in a clinic and § also service a Division 1 High School. My dream is to eventually work with older people who are physically active.

T am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilities proposed in 1385-P. I am concerned that thesc proposed rules will create additional lack of access to quality health care for my patients.

As an athletic trainer, 1 am qualified to perform evaluations and rehabilitation services. My education, clinical experience and national certification exam ensure
that my patients rccieve quality health care. Wisconsin State Law has deems me qualified to perform these services and these proposed regulations attempt to
circumvent thosc standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. ! do not feel CMS should further restrict the ability
for pcoplc to recicve services they so desperately need. 1 strongly eneourage CMS to reconsider and withdraw the proposed changes related to hospitals, rural
clinics and any Medicare Part A or B hospital or rehabilitation facility.

Sincercly,
Linda J. Haller LAT
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CMS-1385-P-8921

Submiitter : Dr. Nilesh Shah Date: 08/27/2007
Organization:  Summa Health System
Category : Other Health Care Provider
Issue Areas/Comments
GENERAL
GENERAL
Dcar Sir or Madam:

My name is Nilesh Shah, 1 am the Medical Director for the Summa Center for Sports Health. 1 have been in this eapacity for the last 3 years, but | have been
delaing with sports medicine and working closely with Certified Athletic Trainers for almost 10 years. [ have always found them to be an indespensible and
integral part of the health care team whether it be on the sideline, in the out-patient therapy elinic or in the office. Their skill os one that patients covet and their
personal skills make the patients feel at ease and comfortable with their treatment.

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

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

1 fecl an athlctic trainer, is qualificd to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. Their
cducation, clinical expcrience, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have
decmed them qualified to perform thesc scrvices and these proposed regulations attempt to circumvent those standards.

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

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

Sincercly,

Nilesh Shah, MD
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CMS-1385-P-8922

Submitter : Dr. Janish Patel Date: 08/27/2007
Organization:  Cleveland Clinic
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Mcdicare and Medicaid Services
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:

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

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

Thank you for your considcration of this serious matter.

Dr. Janish Patcl M.D.
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CMS-1385-P-8923

Submitter : Dr. liang fan Date: 08/27/2007
Organization : buffalo anesthesia associate, LLP
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
Ancsthesia Coding (Part of 5-Year Review) 8-27-2008

Dcar Ms. Norwalk:

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

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

To cnsurc 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 immecdiately implementing thc ancsthesia conversion factor increasc as recommended by the RUC.

Thank you for your consideration of this serious matter.

Liang Fan, MD.
anethesiologist
Buffalo, NY
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CMS-1385-P-8924

Submitter : David McCune Date: 08/27/2007
Organization :  Certified Athletic Trainer
Category : Other Health Care Professional

Issue Areas/Comments
GENERAL

GENERAL

Dcar Sir or Madam:

I work at Rutgers Univcrsity at the Director of Athletic Training and the Head Football Athletic Trainer. I provide healthcare services underder the direct
supcrvision of a physician, 1 have a Master's degree and I am a licensed athletic trainer in the states of New Jersey and Florida,

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

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

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

Thce lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. lt is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-cffective treatment available.

Sincc CMS scems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
recommendations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. 1 respectfully request that you withdraw
the proposed changes rclated to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincerely,

David McCunc, ATC/L, MS
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CMS-1385-P-8925

Submitter : Mr. Brad Kleine Date: 08/27/2007
Organization :  AthletiCo »
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL
Dear Sir or Madam:

I am a certified athletic traincr. I received a bachelor's degree from the University of 1llinois and I currently work for an outpatient physical therapy center and am
outsourced to a local high school. During my usual day I care for patients with a huge variety of injuries and ailments and am a constantly utilized and consulted
by the physical therapists in my clinic.

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

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

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

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

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

Sincerely,

Brad Klcine, ATC, NASM-PES (and/or other credentials)
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Submitter : Dr. alan McMillan
Organization :  AASC
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

See Attachment

CMS-1385-P-8926-Attach-1.PDF

CMS-1385-P-8926
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Department of Health and Human Services
Centers for Medicare & Medicaid Services
Office of Strategic Operations & Regulatory Affairs

The attachment cited in this document is not included because of one of the
following:

e The submitter made an error when attaching the document. (We note |
that the commenter must click the yellow "Attach File" button to
forward the attachment.)

e The attachment was received but the document attached‘was
improperly formatted or in provided in a format that we are unable to
accept. (We are not are not able to receive attachments that have been
prepared in excel or zip files).

e The document provided was a password-protected file and CMS was

given read-only access.

Please direct any questions or comments regarding this attachment to

(800) 743-3951.




—

CMS-1385-P-8927

Submitter : Dr. Albert Sawaya Date: 08/27/2007
Organization :  Dr. Albert Sawaya

Category : Chiropractor

Issue Areas/Comments

Chiropractic Services
Demonstration

Chiropractic Services Demonstration

Re: TECHNICAL CORRECTIONS

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

Whilc subluxation docs not need to be detected by an X-ray, in some cases the patient clinically will require an X-ray to identify a subluxation or to rule out any
"red flags," or to also determine diagnosis and treatment options. X-rays may also be required to help determine the necd for further diagnostic testing, i.e. MRI
or for a referral to the appropriate specialist.

By limiting a Doctor of Chiropractic from referring for an X-ray study, the costs for patient care will go up significantly due to the necessity of a referral to
another provider (orthopedist or rheumatologist, etc.) for duplicative evaluation prior to referral to the radiologist. With fixed incomes and limited resources
seniors may choosc to forgo X-rays and thus needed treatment. If treatment is dclayed 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, are 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.

Sincerely
Albert P Sawaya DC
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Submitter : Dr. Frank Ferrara
Organization : SHAC
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

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

Dcar Ms. Norwalk:

I am writing to cxpress my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. 1 am grateful that CMS has

CMS-1385-P-8929

Date: 08/27/2007

recognized thc 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, morc than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionately high Medicare populations.

In an effort to rectify this untenable situation, the RUC recommendcd that CMS increase the anesthesia convcrsion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undervaluation of anesthcsia services. [ am pleased that the Agency accepted this reccommendation 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 threugh with the proposal in the Federal Register
by fully and immediately implcmenting the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.

Frank M. Ferrara, M.D.
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CMS-1385-P-8930

Submitter : Ms. Marie Schaper Date: 08/27/2007
Organization :  Ms. Marie Schaper
Category : Other Health Care Professional
Issue Areas/Comments
Background
Background

August 27, 2007

Ms. Leslie Norwalk, JD

Acting Administrator

Ccenters for Medicare & Medicaid Services
Department of Hcalth 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 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) 1f 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 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 healthcarc services for Medicare beneficiaries. Studies by the Medicarc Payment Advisory Commission (MedPAC) and others have demonstrated that
Medicarc Part B reimburses for most services at approximately 80% of private market 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 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
ancsthesia 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 underva]ued
and its proposal to increase the valuation of ancsthesia work in a manner that boosts Medicare anesthesia payment.

Sinccrely,

Maric T. Schaper, SRNA

11429 Eastsidc Dr.
Plymouth, MI 48170

CMS-1385-P-8930-Attach-1.DOC
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August 27,2007

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 prov1ders 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,
Marie T. Schaper, SRNA

11429 Eastside Dr.
Plymouth, MI 48170




CMS-1385-P-8931

Submitter : Ms. Titilaye Paris Date: 08/27/2007
Organization:  Ms. Titilayo Paris

Category : Health Care Professional or Association

Issue Areas/Comments

GENERAL
'GENERAL

Dear Sir or Madam:
My name is Titilayo Paris and | am the Head Athletic Trainer at Saint John Bosco High School in Bellflower, California. | graduated from the University of

Miami, with a B.S. in Athletic Training and later became a Certified Athletic Trainer through the National Athletic Trainers Association. [ have recieved
ccrtifications in First Aid, CPR, and AED.

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

Whilc 1 am concerncd that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, 1 am morc conccrned
that these proposcd rules will create additional lack of access to quality hcalth care for my patients.

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

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

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

Sincercly,

Titilayo Paris, ATC
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CMS-1385-P-8932

Submitter : Dr. Steven Whitehurst Date: 08/27/2007
Organization :  University of Pittsburgh Physicians
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

Re: CMS-1385-P

Anesthesia Coding (Part of 5-Ycar Review)

Dcar Ms. Norwalk:

[ am writing to support the proposal to increase anesthesia payments undcr the 2008 Physician Fee Schedule. Low reimbursements to Anesthesiologists compared
to other spccialties is making it difficult to attract and retain doctors where the payor mix is heavily Medicare, such as Western PA. I'm encouraged that CMS is
addressing this.

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.

In order to fix the mess originally created by the RBRVS system, the RUC recommended that CMS increase the anesthesia conversion factor by nearly $4.00 per
ancsthesia unit. This will go a long way toward correcting the long standing undervaluation of anesthesia work. I am pleased that the Agency accepted this

recommendation in its proposed rule, and I support full implementation of the RUC s recommendation.

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

Thank you.
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CMS-1385-P-8933

Submitter : Mr. paul schmidt Date: 08/27/2007
Organization :  University of Michigan
Category : Physical Therapist
Issue Areas/Comments
GENERAL
GENERAL

Dear Sir or Madam:

My name is Paul Schmidt and [ am a Certified Athletic Trainer as well as a Licensed Physical Therapist in the State of Michigan. 1 have a Master's Degree in
exercise physiology from the University of Michigan. I work for the U-M Athletic Department and work with high level young adult athletes on a daily basis. I
havc 24 years clinical experience post bachelor's Degree.

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

While 1 am concerncd that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned
that these proposed rules will create additional lack of access to quality health care for my patients.

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

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

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

Sinccerely,
Paul W. Schmidt MS PT ATC

Supervisor of Athletic Mcdicine
_University of Michigan Athletic Department

Page 851 of 1128 August 29 2007 08:49 AM




CMS-1385-P-8934

Submitter : Date: 08/27/2007
Organization :

Category : Physician

Issue Areas/Comments

GENERAL
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Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

Rc: 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. I am grateful that CMS has
rccognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

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

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

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

Thank you for your considcration of this serious matter.
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Submitter : Mrs. Jennifer Rath Semle, MS, ATC Date: 08/27/2007
Organization:  Certified Athletic Trainer
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Issue Areas/Comments
GENERAL
GENERAL

August 27, 2007

To Whom It May Concem:

[ have been a Certified Athletic Trainer since 1990. | graduated from Penn State University (1990) with my undergraduate degree in Exercise & Sport Science
(which is now Kinesiology) and Ohio University (1991) for my Master of Science Degree in Athletic Training. The majority of my career has been at the
collcgiate and high school levels. Presently, I am working per diem in Central NJ for sueh great institutions as Prineeton University, MCCC and The
Lawrencceville School to name a few. [ see athletes at many different levels.

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

While I am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, 1 am more concerned
that these proposcd rules will create additional lack of access to quality health care for all these patients.

As a ccrtified athletic trainer, | am qualified to perform physical medicine and rchabilitation services, which you know is not the same as physical therapy. My
Bachclor and Mastcrs Dcgrees, clinical experience, and national certification exam ensurc that my paticnts receive quality health care. Statc law and hospital
mcdical professionals have deemed me qualified to perform these services and these proposed regulations attempt to circumvent those standards.

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

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

Sincercly,

Jennifer R, Semle, MS, ATC
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Therapy Standards and Requirements

Dear Sir or Madam:

I am a Certified Athletic Trainer in Douglas, GA and am writing to voice my opposition to the therapy standards and requirements in regards to the staffing
provisions for rehabilitation in hospitals and facilities proposed in 1385-P.

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

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

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. This is especially true in rural areas like southeast
Georgia. It is completely irresponsible for CMS, which is supposed to be concerned with the health of Americans, especially those in rural areas, to further restrict
their ability to receive those services. The flexible current standards of staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients
reccive the best, most cost-effective treatment available.

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

Sinccerely,

Jeff Weems, MLEd, ATC
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Submitter : Dr. Jeffrey Larkin Date: 08/27/2007
Organization:  Naples Pathology Associates

Category : Physician

Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions

Thank you for the opportunity to submit comments on the Physician Self-Referral Provisions of CMS-1385-P entitled Medicare Program; Proposed Revisions
to Payment Policies Under the Physician Fee Schedule for Calendar Year 2008. | am a board-certified pathologist and a member of the College of American
Pathologists. I practice in Naples, FL as part of a 9-member pathology group and operate an independent laboratory and practice in a hospital.

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

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

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

Sincerely,

Jeffrey T. Larkin, MD
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Leslic V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimorc, MD 21244-8018

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

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

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

In an cffort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4 00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undcrvaluation of ancsthesia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s reccommendation.

To ensurc 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.

Adam Llchtman MD
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Herb Kuhn

Acting Deputy Administrator

Centers for Medicare and Medicaide Services
Department of Health and Human Services
Attn: CMS-1385-P

P.O.Box 8018

Baltimore, MD 21244-8018

I am the managing partner of a 35 physician urology practice in which
medicare is the payor in 25 % of the patients we treat. I am writing to
comment on the proposed changes to the physician fee schedule rules that
were published on the July 12, 2007 that concern the Stark self referral rule
and the reassignment and purchased diagnostic test rule.

Simply put, the changes proposed in these rules will not lead to the best
medical practices. With respect to the in-office ancillary services exception,
the definition should not be limited. Urologists who work with radiation
oncologists or who are able to provide pathology or radiology services for
their patients are able to provide streamlined, time efficient, cost efficient
services that in our experience are of superior quality. By intimately
working with the pathologists and radiologists we are able to eliminate red
tape and provide a better product for the patient. In this setting, as the
patient’s physician, we are able to not only provide direct urologic care but
also institute quality control and performance standards to which these
adjunct physicians must adhere. We are directly involved in setting
protocols and standards and in our experience, following Demming
principles, work towards continued quality improvement.

In our particular locale state certificate of need laws make linear accelerator
ownership possible only for hospitals and a few select radiation oncology
groups. Under this system we have noticed inefficiencies such as
duplication of services and increased time and money costs for the patient
and provider as well as miscommunications between physicians which
occasionally led to less than superior patient care. Please do not let this
happen at the national level. The current system gives us the opportunity to
do what we are supposed to do - provide world class medical care to
patients in a cost efficient manner.




Thank you for your consideration,

Mark Haber, MD, FACS
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Submitter : Dr. Russell Jorgensen Date: 08/27/2007
Organization :  Dr. Russell Jorgensen
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

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

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to signifieant undervaluation of anesthesia work compared to
other physician services. At the current reimbursement 1 make less on an houly basis than skilled laborers working as electricians, mechanics, plumbers, etc. |
have ccrtainly put in many more years in training to do what I do than what a skilled laborer has and I take a significant risk in doing so. The elderly we serve are
thc most mcdically complicated segment of our society. They have multiple medical problems and are frequently on several concurrent drug therapies for their
medical problems. This is a complicating factor in providing anesthesia care for them during surgery.

Today, more than a decade since the RBR VS 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 Mcdicarc populations.

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

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

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

Thank you for your consideration of this serious matter.
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Submitter : Dr. Josh McGinty Date: 08/27/2007
Organization : Southern Therapy Services
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GENERAL
GENERAL

Dcar Sir or Madam:

[ work in a private outpatient Physical Therapy practice. | am a certified athletic trainer, I also have a doctorate of physical therapy. [ believe not enough respect or
rccognition is given to the athletic training profession. Athletic training provides a highly specialized scrvice to patients, not provided by any other profession. I
am writing today to voicc my opposition to the

thcrapy standards and requirements in regards to the staffing

provisions for rchabilitation in hospitals and facilities proposed in

1385-P.

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

As an athletic trainer, | am qualified to perform physical medicinc and
rchabilitation services, which you know is not the same as physical
therapy. My education, clinical experience, and national certification
cxam cnsure that my patients receive quality health care. State law

and hospital medical professionals have deemed me qualified to perform
these services and these proposed regulations attempt to circumvent
those standards.

The lack of access and workforce shortage to fill therapy positions is
widely known throughout the industry. It is irresponsible for CMS,
which is supposed to be concerned with the health of Americans,
cspecially thosc in rural areas, to further restrict their ability to
reecive those services. The flexible current standards of staffing in
hospitals and other rehabilitation facilities arc pertinent in ensuring
paticnts receive the best, most cost-effective treatment available,

Since CMS seems to have come to these proposed changes without clinical
or financial justification, 1 would strongly encourage the CMS to

consider the recommendations of those professionals that are tasked

with overseeing the day to day health care needs of their patients. 1
respectfully request that you withdraw the proposed changes related to
hospitals, rural clinics, and any Medicare Part A or B hospital or
rchabilitation facility.

. Sincerely,

Josh McGinty, PT.DPT,ATC
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Leslic V. Norwalk, Esq.

Acting Administrator

Cecnters for Medicarc and Medicaid Services
Attention; CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

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

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

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

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

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

Thank you for your consideration of this serious matter.

Adam Lichtman MD
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Medicare Economic Index (MEI)

Medicare Economic Index (MEI)

Leslic V. Norwalk, Esq.

Acting Administrator

Centcrs for Mcdicarc and Medicaid Services
Attention; CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

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

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

When thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
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 systern in which anesthesiologists are being forced away from
arcas with disproportionatcly high Medicare populations.

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

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

Thank you for your consideration of this serious matter.

Douglas Berebitsky ‘MD
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Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

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

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

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

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

Thank you for your consideration of this serious matter.

Jaquelline Perlman MD
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GENERAL
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Dcar Sir or Madam:

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

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

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

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

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

Sincercly,

Robert Lawton MA, ATC, CSCS
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Requirements

Therapy Standards and Requirements

Dcar Sir or Madam:

[ have becn a Certified Athletic Trainer for over 13 years. | have a Masters degree in Sports Medicine and have worked in many settings, including private sports
mcdicine clinics and hospitals. Currently, 1 have been working for the U.S. Navy rehabilitating injured sailors for the past 5 1/2 years.

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

Whilc 1 am concerned that these proposed changes to the hospital Conditions of Partieipation have not received the proper and usual vetting, ] am more concerned
that these proposed rules will create additional lack of access to quality health care for my patients.

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

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of

staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available.

Sincc CMS scems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
rccommendations of thosc professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposcd changes rclated to hospitals, rura) clinics, and any Medicare Part A or B hospital or rebabilitation facility.

Sincercly,

Dallas E. Wood, M.Ed, ATC, CSCS
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August 27, 2007

Ms. Leslic Norwalk, JD

Acting Administrator

Centers for Medicare & Mcdicaid Services

Dcpartment 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 American Association of Nurse Anesthetists (AANA), I write to support the Centers
for Mcdicarc & 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
cnsure 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 sevcral reasons.

1 First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for

ancsthesia services, putting at risk the availability of anesthesia and other healthcare services for
Mcdicarc 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 rcimburses 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.

However, the valuc of anesthesia 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 whieh have long slipped behind inflationary adjustrnents.

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
underscrved Amcrica. Medicare patients and healthcare delivery in the U.S. depend on our services. The
availability of ancsthesia 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 ancsthesia work in a manner that boosts Medicare anesthesia payment.

Sincercly,

Tiffany Harper SRNA

1784 Taunton Roadn
Birmingham, M1 48009
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Leslic V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dcar Ms. Norwalk:

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

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

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

Thank you for your consideration of this serious matter.
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CMS-1385-P-8950

Submitter : Mr. Jason Cerkoney Date: 08/27/2007
Organization : Divine Savior Healthcare
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL

Dcar Sir or Madam:

My namc is Jason Cerkoney. I graduated from the University of Wisconsin-Madison in 1997 with a degree in Exercise Science. In addition, I completed my
additional training in athletic training and became certificd in 1998. [ am now a licensed athletic trainer and have worked in a clinic/high school position for 7
ycars. I have supportcd my own paticnt load for over 3 years and have been lucky enough to work side-by-side with many talented physical therapists who
identify and utilizec my uniquc talents and abilities to provide quality rehabilitation scrvices in both clinical and school settings.

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

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

_ As an athletic trainer, [ am qualified to perform physical medicine and rchabilitation services, which you know is not the same as physical thcrapy. My education,
clinical cxperience, and national certification exam ensure that my paticnts rcceive quality health care. State law and hospital medical professionals have deemed
mc qualified to perform thesc services and thesc proposed regulations attempt to circumvent those standards.

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

Sincec CMS scems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
rccommendations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposed changes relatcd to hospitals, rural clinics, and any Medicarc Part A or B hospital or rehabilitation facility.

Sincerely,

Jason Ccerkoncy, LAT

Page 868 of 1128 August 29 2007 08:49 AM



CMS-1385-P-8951

Submitter : Dr. Stephen Sharnick Date: 08/27/2007
Organization :  Danbury Hospital
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator .
Centcrs for Medicare and Medicaid Services
Attcntion: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

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

Dcar Ms. Norwalk:

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

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

To ensure that our patients 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.

Stephen V Sharnick, MD
11 Willow Brook Lane
Newtown, CT 06470
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CMS-1385-P-8952

Submitter : Dr. Jochen Muehlschlegel Date: 08/27/2007
Organization:  ASA
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

Centcers for Mcdicarc and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

Rec: 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 increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has
recognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

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

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

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

Thank you for your consideration of this serious matter.
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CMS-1385-P-8953

Submitter : Dr. Cung Dinh Date: 08/27/2007
Organization :  Hamilton Anesthesia Associates

Category : Physician

Issue Areas/Comments

GENERAL

GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimorc, MD 21244-8018

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

Dcatr Ms. Norwalk:

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

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

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

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

To ensurc that our patients have access to 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 faetor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.
Sincercly,
Cung T. Dinh, MD

6320 Windridge Court
Princeton, NJ 08540
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#5954

Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

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

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

Thank you for your consideration of this serious matter.

Brian Burrough
Medical Student
Physical Therapist




CMS-1385-P-8955

Submitter : Ms. Kristin Hodge Date: 08/27/2007
Organization :  Arkansas State University
Category : Other Health Care Provider
Issue Areas/Comments '
GENERAL
GENERAL

Dear Sir or Madam:

My name is Kristin Hodge and | am a certified athletic trainer at Arkansas State University. My primary role is to care for the volleyball team at ASU. This
includcs first aid, prcvention of injury, rehabilitation of injury, and any treatments needed to make sure that the volleyball team is healthy and able to compete to
the best of their ability.

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

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

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

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

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

Sincercly,

Kristin Hodge, ATC
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CMS-1385-P-8956

Submitter : Ms. Mariah Thornton Date: 08/27/2007
Organization : Front Range Orthopedics
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL

Dear Sir or Madam:

My name is Mariah Thornton and I am a board certified athletic trainer. I currently am employed as a staff athletic trainer at Front Range Orthopedics in
Longmont, Colorado and I also contract out as an athletic trainer at Skyline High School. I graduated from the University of Northern Colorado with a B.S. in
Sport and Exercise Science with an emphasis in Athletic Training. I obtained my certification fromt the NATA-BOC in June of 2006 and remain in good
standing.

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

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

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

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerncd with the health of Americans, especially those in rural arcas, to further restrict their ability to receive those serviees. The flexible current standards of
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available.

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

Sinccrely,

Mariah Thomton, ATC
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CMS-1385-P-8957

Submitter : Dr. Michael Bishop ‘ Date: 08/27/2007
Organization:  Dr. Michael Bishop
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

[ am writing to express my strongest support for the proposal to inerease anesthesia payments under the 2008 Physieian Fee Sehedule. I am grateful that CMS has
recognized the gross undervaluation of anesthesia serviees, 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 eare, mostly due to significant undervaluation of anesthesia work compared to
other physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia serviees stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionately high Medicare populations.

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

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

Thank you for your consideration of this serious matter.

Michael L Bishop
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CMS-1385-P-8958

Submitter : Mrs. Theresa Wright-Reed Date: 08/27/2007
Organization:  Reid Hospital & Health Care Services
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL

Dear Sir or Madam:

My name is Theresa Wright-Reed and I am a Certified Athletic Trainer at Reid Hospital & Health Care Services. I serve as a health care provider to Jocal public
and privatc schools in the arca. In addition I am a teacher to high school students who are wanting to choose a career in the health care field.

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

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

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

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of

staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available.

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

Sincercly,

Theresa Wright-Reed, ATC, LAT
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CMS-1385-P-8959

Submitter : Mr. Scott Atkin Date: 08/27/2007
Organization :  Fairfield University
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL
Dcar Sir or Madam:

My namc is Scott Atkin and I'm a licience certified athletic training intern at Fairfield Univerisity where I work with men soccer, men and women swimming and
diving, and women lacrosse. 1 graduated from Marist College with a degree in Athletic Training and currently pursucing my master in exercise science at Southern
Connecticut State Univeristy.

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

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

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

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

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

Sincerely,

Scott M. ATkin, ATC
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CMS-1385-P-8960

Submitter : Dr. Jodi Altman Date: 08/27/2007
Organization :  Dr. Jodi Altman
Category : Chiropractor

Issue Areas/Comments
Technical Corrections

Technical Corrections

The proposcd rule contained an item under the technical corrections section calling for the current regulation that permits a beneficiary to be reimbursed by
Mcdicare for an X-ray taken by a MD or DO and used by a Doctor of Chiropractic to determine a subluxation, be eliminated. Iam writing in strong opposition
to this proposal.

Whilc subluxation does not need to be detected by an X-ray, in some cases the patient clinically will require an X-ray to identify a subluxation or to rule out any
"red flags,” or to also determine diagnosis and treatment options. X-rays may also be required to help determine the need for further diagnostic testing, i.e. MRI
or for a referral to the appropriate specialist.

By limiting a Doctor of Chiropractic from referring an X-ray the cost to the Medicare patient will go up significantly due to the necessity of a referral to an
orthopedist or theumatologist for evaluation prior to referral to the radiologist as it is now. With fixed incomes and limited resources, Medicare patients may
choosc to forgo X-rays and thus needed treatment. If treatment is delayed illnesses that could be life threatening may not be discovered. Simply put, it is the
paticnt that will suffer as result of this proposal.

I strongly urge you to table this proposal. These X-rays, if needed, are integral to the overall treatment plan of Medicare patients and, again, it is ultimately the
patient that will suffer should this proposal become standing regulation.
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CMS-1385-P-8961

Submitter : Dr. J. Eric Greensmith Date: 08/27/2007
Organization :  Penn State University .

Category : Physician

Issue Areas/Comments

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

I am gratcful that CMS is reconsidering the RBRVS schedule for anesthesia. The valuation was low to start with and has steadily eroded over time when
ancsthesiologist work efforts are compared to that of other physicians. The proposed correction is a step towards ensuring top flight medical care for our seniors
(and by cxtcnsion - for the rest of us). [ strongly support the proposed changes and hope that you will work to enact the proposed regulations.
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CMS-1385-P-8962

Submitter : Miss. Vanessa Taromina Date: 08/27/2007
Organization:  North Bay Therapy
Category : Other Health Care Provider
Issue Areas/Comments
GENERAL
GENERAL
Dear Sir or Madam:

My namc is Vanessa Taromina, and I have been employcd as a clinical-outreach athletic trainer for the past year, by North Bay Therapy of Biloxi, Mississippi.
As an athletic traincr in the clinical setting, | am able to aid in the rehabilitation of not only athletes but the more active population as well. My knowledge and
skills as a certified athletic trainer are also utilized at Biloxi High School, the nearby high school. My education consists of a Bachelor of Science degree from
Southcastern Louisiana University. I am also nationally certified as well as statc licensed.

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

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

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

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

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

Sinccrely,

Vancssa Taromina, L/ATC
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CMS-1385-P-8963

Submiitter :

Organization :

Category : Physician
Issue Areas/Comments

GENERAL
GENERAL

Plcase support the increasc in work value for anesthesia CMS payments.

Page 881 of 1128

Date: 08/27/2007

August

292007 08:49 AM




Submitter : Dr. nabih helmi
Organization :  privat practice
Category : Physician

Issue Areas/Comments

Medicare Telehealth Services

Medicare Telehealth Services

raise the anesthesia unit value

CMS-1385-P-8964
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CMS-1385-P-8965

Submitter : Dr. Yair Grinberg Date: 08/27/2007
Organization:  Milford Anesthesia Associates
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Sample Comment Letter:

Leslic 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
Ancsthesia Coding (Part of 5-Year Review)

Dear Ms. Norwalk:

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

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

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

This is not a rcimbursement issue, but a quality of of care issue. Our medicare patients have the most medically complex co-morbidities of any of the subgroups
which we anesthesiologists care for.

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. When critics site the cost of fairly valuing anesthetic medical care, I would call their attention to a vast
source of savings which the CMS can tap into simply by repealing the medicarc antikickback exclusion act.

1 as a physician can not pay other physicians for patient referrals or refer patients to a facility I am invested in. Yet large medical product companies are allowed to
pay kickbacks to hospital buying groups for referring them hospitals. This makes buying groups morc loyal to the large medical supply companiesthan to the
hospitals they are supposed to serve, drives costs up and squeezes out smaller companies which are the backbone of innovation and cost effective improvements.
The result is that the part of thc economy whieh deals with medical supplies does not benefit from either centralised oversight or free market competion. Instead it
is carved up by a few large companies which conspire to manipulate markets and keep costs up. Please repeal the medicare anti-kickback exclusion act and
provide a level playing field for all healthcare companies so that innovation can enhance quality and competition can keep costs down once again.

Sincerely, Yair Grinberg, MD
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CMS-1385-P-8966

Submitter : Robert Wallace Date: 08/27/2007
Organization : Robert Wallace
Category : Health Care Professional or Association

Issue Areas/Comments
GENERAL
GENERAL

Do not change the rule!!!
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CMS-1385-P-8967

Submitter : Alicia Hopper Date: 08/27/2007
Organization:  Rehab Associates
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL

Dear Sir or Madam:

| am a certified athletic trainer employed by Rehab Associates. [ work in Alabama in a clinic for approximately 50% of my work day. The remainder of my time
is spent providing athletic training services to two local high schools as a part of an outreach program.

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

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

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

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

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

Sincerely,

Alicia J. Hopper, ATC
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Submitter : Dr. Steven Metcalf
Organization:  Capitol Anesthesiology Association
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL
See Attachment
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CMS-1385-P-8969

Submiitter : Dr. Reinaldo Torres - Guillont Date: 08/27/2007
Organization:  ASA
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
Ancsthesia Coding (Part of 5-Year Review)
Dcar Ms. Norwalk:

T am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has
rccognized the gross undcrvaluation of anesthcsia 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 RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionately high Medicare populations. '

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

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

To cnsurc that our 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 inercase as recommended by the RUC.

Thank you for your consideration of this serious matter.

Reinaldo Torres-Guillont M.D.
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Submitter : Dr. Catherine Rice
Organization :  Physician's Surgery Center
Category : Ambulatory Surgical Center
Issue Areas/Comments

GENERAL

GENERAL

See Attachment
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CMS-1385-P-8971

Submitter : Mr. Jay McLaughlin Date: 08/27/2007
Organization : McLaughlin Physical Therapy )

Category : Physical Therapist

Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions
Dear CMS,

I have owned a private practice, out-patient physical therapy facility, since 1983. The lifeblood of all physical therapists, in private practice is physician referral.
Currently, the market is being deluged with "physician owned" physical therapy practices. If physical therapists cannot own and refer to their own "physical
therapy owned" physcian practices, why should physicians be allowed to own and refer for profit to themselves? Physicans are billing Medicare and exacting huge
profits by referring to themselves and THIS HAS TO STOP NOW! The Stark Amendment was designed to elimiante referral for profit, but because of a small
loophole, physicians are raking in millions of dollars, at the expense of hard-woking physical therapists, who are trying to make an honest living. It is blatantly
obvious to evcryone that this loophole has allowed fraud and abuse to run rampant, in the delivery of rehabilitative services. Medicare MUST take action NOW to
close the loophole PERMANENTLY and prevent any physician from owning or referting to his/her physical therapy practice! ONLY physical therapists should be
ablc to own and opcrate a physical therapy practice! I, on behalf of ALL physical therapists in private practice am URGING you to remove physical therapy from
the "in-office ancillary services” exception to the federal physician self-referral laws. It is IMPERATIVE for our survival and to improve the quality of care being
provided to all Medicare recipients! Thank you, in advance for considering my comments.

Sinccrely yours,
Jay C. McLaughlin, PT., MA.
McLaughlin Physical Therapy & Sports Medicine Clinic, PC.

18 South Center Street
Southington, CT 06489
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CMS-1385-P-8972

Submitter : Dr. James Greenawalt Date: 08/27/2007
Organization :  Dr. James Greenawalt
Category : Individual
Issue Areas/Comments
GENERAL
GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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 immediatcly implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.
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CMS-1385-P-8973

Submitter : Dr. Stacy Colodny Date: 08/27/2007
Organization:  Dr. Stacy Colodny
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
Ancsthesia Coding (Part of 5-Year Review)

Dcar Ms. Norwalk:

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

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

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

To cnsurc that our paticnts have access to cxpert anesthesiology medieal 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.

Thank you for your consideration on this serious matter.

Stacy W. Colodny, MD
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Submitter : Dr. nabih helmi
Organization : privat practice
Category : Physician
Issue Areas/Comments

Medicare Telehealth Services

Medicare Telehealth Services

re anesthesia unit value
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Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

In an effort to rectify this untenabie 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 foliow 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-8975

Submitter : Dr. Naguib Khan Date: 08/27/2007
Organization:  ASA
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL
Naguib R Khan, MD
2029 Verdugo Bl # 747

Montrose, CA 91020

Leslie V. Norwalk, Esq.

Aeting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-3018

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. | am grateful that CMS has
rccognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

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

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

To cnsurc that our paticnts 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

Naguib R. Khan, MD
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CMS-1385-P-8976

Submitter : Dr. Min Koo Date: 08/27/2007
Organization: MCWAH
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dcar Ms. Norwalk:

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

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

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

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

Thank you for your consideration of this serious matter.
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CMS-1385-P-8977

Submitter : Dr. Tiexin Xiong _ Date: 08/27/2007
Organization :  Bon Secor Hospital System
Category : Hospital
Issue Areas/Comments
GENERAL
GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dcar Ms. Norwalk:

1 am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fec Schedule. Iam grateful that CMS has
rccognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to addrcss 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 ancsthesia services. 1am 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 anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.
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CMS-1385-P-8978

Submitter : Dr. Mark Gerber Date: 08/27/2007
Organization:  Dr. Mark Gerber

Category : Physician

Issue Areas/Comments

Resource-Based PE RVUs

Resource-Based PE RVUs

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

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

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

Thank you for your consideration of this serious matter.
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CMS-1385-P-8979

* Submitter : Dr. Donald Stogsdill Date: 08/27/2007
Organization :  Dr. Donald Stogsdill
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

Ccnters for Mcdicare and Medicaid Services
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 anesthesia payments under the 2008 Physician Fee Schedule. [ am grateful that CMS has
recognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

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

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

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

Thank you for your consideration of this serious matter.
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CMS-1385-P-8980

Submitter : Mr. Charles Davis Date: 08/27/2007
Organization: AOC »
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL

Dcar Sir or Madam:

I am a Certified Athletic Trainer and work in an orthopaedic office.

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

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

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

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

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

Sinccrely,

Brian Davis, ATC, ROT, EMR
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