
Submitter : Dr. Michael Andritsos 

Organization : Ohio State University 

Category : Physician 

Issue AreasIComments 

Date: 07/30/2007 

GENERAL 

GENERAL 

Leslie V. Norwalk, Esq. 
Acting Administrator 
Ccntcrs for Medicare and Medicaid Serviccs 
Attention: CMS- 1385-P 
P.O. Box 80 18 
Baltimore. MD 21244-80 18 

Rc: CMS-1385-P 
Ancsthcsia 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 FCC Schedule. I am grateful that CMS has 
rccognizcd thc gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue. 

Whcn 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 scwices. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $1 6.19 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 rcctify this untenable situation. thc RUC recomrnendcd that CMS incrcasc the ancsthesia conversion factor to offset a calculated 32 pcrcent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcwaluation of ancsthesia services. I am pleased that the Agency accepted this recommendation in its proposed mlc, and I support full implcmcntation of the 
RUC s recommendation. 

To ensure that our patients have access to expert anesthesiology medical care, it is irnpcrative that CMS follow through with thc proposal in thc Fedcral Rcgistcr 
by fully and immediatcly implementing the anesthesia conversion factor increase as rccommcnded by the RUC. 

Thank you for your consideration of this serious matter. 
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Submitter : Dr. David Muth 

Organization : SAPA 

Category : Physician 

Issue AreasIComments 

Date: 07/30/2007 

GENERAL 

GENERAL 

Lcslic V. Norwalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Mcdicaid Serviccs 
Attcntion: CMS- 1385-P 
P.O. Box 80 18 
Baltimorc, MD 21244-8018 

Rc: CMS-1385-P 
Anesthesia Coding (Pan of 5-Year Rcvicw) 

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 gratcful that CMS has 
rccognizcd the gross undcrvaluation of anesthesia services, and that the Agcncy is taking stcps to addrcss this complicated issue. 

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

In an cffon to rcctify this untcnablc situation, thc RUC rccommcndcd that CMS incrcasc thc ancsthcsia conversion factor to offset a calculated 32 pcrccnt 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 scrvtces. I am pleased that the Agency accepted this recommcndation in its proposed rule, and I support full implemcntation of thc 
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 Fcdcral Register 
by fully and immediately implementing the anesthesia conversion factor increasc as rccommendcd by the RUC. 

Thank you for your consideration of this serious matter. 
David H. Muth, M.D. 
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Submitter : Dr. Tim Moran 

Organization : Cleveland Clinic Foundation 

Category : Physician 

Issue Areas/Comments 

Date: 07/30/2007 

GENERAL 

GENERAL 

Leslie V. Nonvalk, Esq. 
Acting Adminishator 
Centers for Medicarc and Medicaid Services 
Attention: CMS-1385-P 
P.O. Box 80 18 
Baltimorc, MD 2 1244-8018 

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

Dcar Ms. Norwalk: 

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

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

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

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

Thank you for your consideration of this scrious matter. 

Tim Moran, M.D. 
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Submitter : Dr. Kevin Jones 

Organization : Dr. Kevin Jones 

Category : Physician 

Issue AreasIComments 

Date: 07/30/2007 

GENERAL 

GENERAL 

Leslic V. Nonvalk, Esq. 
Acting Administrator 
Centcrs for Medicarc and Mcdicaid Serviccs 
Attcntion: CMS-I 385-P 
P.O. Box 80 18 
Baltimore, MD 21244-801 8 

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

Dcar Ms. Norwalk: 

I am writing to express my swongest support for the proposal to increasc anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
recognized the gross undervaluation of 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 
othcr 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 Mcdicare populations. 

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 perccnt 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 thc 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 expert ancsthesiology medical care, it is imperative that CMS follow through with the proposal in the Fedcral Register 
by fully and immediately implementing the anesthesia conversion factor inerease as recommended by the RUC. 

Thank you for your consideration of this serious matter 

Kevin L. Jones, M.D. 
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Submitter : Dr. Muhammad Malik Date: 07/30/2007 

Organization : Heartcare Midwest 

Category : Physician 

Issue AreasIComments 

GENERAL 

GENERAL 

Regarding: CODING ADDITIONAL CODES FROM 5-YEAR REVIEW - echocardiography 

I would like to express my deep concerns about the proposal to bundle color flow doppler in the ccho billing codes. There is significant cchosonographcr timc 
involved in acquiring these images and significant physician timc spent in intepreting. To essentially eliminate payment for this servicc by bundling it would bc 
unfair whcn taking this into acccount. 
I would request that you seriously reconsider this proposal especially in light of thc significant reduction in medicarc payments to physicians that have occurrcd 
over the last two ycars. It is bccoming increasingly difticult to provide services and is contributing to a significant attrition in my particular ficld at a timc whcn 
the demands for cardiac service arc rapidly increasing with the "baby boomer" generation getting into the "cardiac" years. 
thank you for your considcration 
M.F. Malik, MD FACC 
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Submitter : Dr. Dean Wade 

Organization : Dr. Dean Wade 

Category : Physician 

Date: 07/30/2007 

Issue Areas/Comments 

GENERAL 

GENERAL 

Lcslic V. Norwalk, Esq. 
Acting Administrator 
Ccnters for Mcdicarc and Mcdicaid Services 
Attcntion: CMS-1385-P 
P.O. Box 8018 
Baltimore, MD 2 1244-801 8 

Rc: CMS-1385-P 

Anesthesia Coding (Part of 5-Year Review) 

Dear Ms. Norwalk: 

I am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. 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 signiticant undervaluation of anesthcsia work compared to 
other physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.1 9 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 perccnt 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. I 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 expert anesthesiology medieal care, it is imperative that CMS follow through with the proposal in the Federal Registcr 
by fully and immcdiately implementing the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter 

Dcan Wade, MD 
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Submitter : Dr. james becker 

Organization : Dr. james becker 

Category : Physician 

Issue Areas/Comments 

Date: 07/30/2007 

GENERAL 

GENERAL 

Leslic V. Norwalk, Esq 
Acting Administrator 
CMS 

RE: CMS- 1385-P 
Ancsthcsia Coding (Part of 5 ycar review) 

Dcar Ms. Norwalk: 

I am writing to exprcss my strongest support for the proposal to increase anesthcsia payments under thc 2008 Physician Fec Schcdule. I am gratcful that CMS has 
recognizcd the gross undcrvaluation of anesthesia services, and that thc Agency is taking steps to address this complicated issuc. 

Whcn RBRVS was instituted, it created a hugc paymcnt disparity for anesthesia care, mostly due to significant undervaluation of anesthcsia work comparcd to 
othcr physician scrvices. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services is S 16.19lunit. The Medicare 
convcrsion factor for anesthesia in 1990 was S19.30/unit. This amount does not cover the cost of caring for our nation's seniors, and is creating an unsustainable 
systcm for ancsthcsiologists with disproportionately high Medicarc populations. Iowa being a prime example. 

I support full implcmcntation of the RUC's recommendation to increase anesthesia work of nearly S4.00Iunit and fcel it is impcrative that CMS follow through 
with thc proposal in thc Fcdcral Rcgistcr. 

Thank you for your considcration. 

Bcst Rcgards, 

Jamcs Becker, MD 
Waukce, IA 
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Submitter : Dr. Mark Kenter 

Organization : American Society of Anesthesiology 

Category : Physician 

Issue AreaslComments 

Date: 07/3012007 

GENERAL 

GENERAL 

1 apprcciatc your attention to the maner of reviewing the compensation for anesthesia scrvices for Mcdicare patients. Anesthesiologists have continucd to care for 
our paticnts dcspitc the severe undervaluation of our services ovcr the last many years. This proposal hclps address that problem while it additionally encourages 
ncw physicians to cnter our specialty to continue our care of the Medicare population. Please enact thc proposed CMS 1385. 
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Submitter : ' Dr. Jeffrey King 

Organization : Anesthesia Medical Group, PC 

Category : Physician 

Issue AreaslComments 

Date: 0713012007, 

GENERAL 

GENERAL 

Leslie V. Nonvalk. Esq. 
Acting Administrator 
Centers for Medicare and Medicaid Services 
Attention: CMS-1385-P 
P.O. Box 8018 
Baltimore, MD 21 244-801 8 

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

Dear Ms. Nonvalk: 

More than a decade ago when the RBRVS was instituted, it created a huge payment disparity for anesthesia care - mostly due to significant undervaluation of 
ancsthesia work compared to other physician services. Today, Mcdicare payment for anesthesia services at just $16.19 per unit does not even cover the cost of 
caring for our nation s seniors. As a result, today s anesthesiologists are being forced away fmm areas with dispmportionately high Medicare populations. 

In an cffort to rectify this situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation. This would result in an increase of nearly $4.00 per anesthesia unit. Undoubtedly, this would bc a major step toward correcting the long- 
standing undcrvaluation of ancsthcsia scrvices. 

1 am grateful that CMS has recognized this gross undervaluation of anesthesia services, and that steps are being taken toward addressing this important issue. I 
bclicvc that it is impcrativc that CMS follow through with the proposal in the Federal Register by fully and immcdiately implementing thc ancsthesia convcrsion 
factor incrcasc as recommcndcd by the RUC. This will help ensure our patients of access to expert anesthesiology medical care. 

Thank you for your consideration. 
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Submitter : Dr. Keith Chamberlin 

Organization : ACM, Inc. 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

see attachment please 

CMS- 1385-P-4559-Attach-] .DOC 
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ANESTHESIOLOGY 
CONSULTANTS 

OF 
MARIN 

A Medical Group, Inc. 

July 30,2007 

Leslie V. Nonvalk, Esq. 
Acting Administrator 
Centers for Medicare and Medicaid Services 
Attention: CMS- 1 385-P 
P.O. Box 8018 
Baltimore, MD 2 1244-80 18 

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

Dear Ms. Nonvalk: 

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. 

As recently as last month our group was contacted by a regional hospital to assist in the 
care of a large population of seniors and the disabled in Sonoma County, California. Our 
initial reaction was d.isappointment that we could not afford to do this due to the current 

Keith J. Chamberlin, M.D. William K. Mayeda, M.D. 
Diana M. Rebman, M.D. Peter W. Allen, M.D. 

Nalini Desai, M.D. 
Arthur Quasha, M.D.. Scott Robinson, M.D 
Christoph Dinello, MD. Anthony Chiu, M.D. 
Scott Tweten,M.D. Stephen Licata, M.D., Ph.D. 
Paul Ulrich, M.D. Michael Chammout, M.D. 
Mark Anderegg, M.D. 

Diplomates, American Board of Anesthesiology 

540 San Pedro Cove, San Rafael, CA 94901 (415) 927-4070 



Medicare reimbursement plan. However, given the RUC7s recommendation, and 
possible CMS approval, we have begun negotiations with the institution to help provide 
care and coverage for this Medicare recipients. 

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 hlly 
and immediately implementing the anesthesia conversion factor increase as 
recommended by the RUC. 

Thank you for your consideration of this serious matter. 

Keith J. Chamberlin, MD 
CEO 
ACM, Inc. 

Keith J. Chamberlin, M.D. William K. Mayeda, M.D. 
Diana M. Rebman, M.D. Peter W. Allen, M.D. 

Nalini Desai, M.D. 
Arthur Quasha, M.D.. Scott Robinson, M.D 
Christoph Dinello, MD. Anthony Chiu, M.D. 
Scott Tweten,M.D. Stephen Licata, M.D., Ph.D. 
Paul Ulrich, M.D. Michael Chammout, M.D. 
Mark Anderegg, M.D. 

Diplomates, American Board of Anesthesiology 

540 San Pedro Cove, San Rafael, CA 94901 (415) 927-4070 



Submitter : Dr. frank arena 

Organization : peninsula regional medical center 

Category : Physician 

Issue AreasIComments 

Date: 0713012007 

Coding-- Additional Codes From 
5-Year Review 

Coding-- Additional Codes From 5-Year Review 

Dcar Sirs or Madam, color doppler is not a routinc part of all echo cxams, substantial technician timc and physician rcading timc is nccded for this additional 
intcrprctation. In addition digital storage of this extra ~nformation IS also anothcr cxpcnsc. It would be unfair to bundlc thesc exams Thanks You 
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Submitter : Dr. Scott Huffaker 

Organization : Ingham Regional Medical Center 

Category : Physician 

Issue AreasIComments 

Date: 0713012007 

Coding--Reduction In TC For 
Imaging Services 

Coding--Reduction In T C  For Imaging Services 

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

Dcar Mr. Kuhn: 

As a cardiologist who provides echocardiography services to Medicare patients and others in Lansing, Michigan, I am writing to object to CMS's proposal to 
eliminate Mcdicare payment for color flow Dopplcr (CPT Codc 93325) by bundling it into all echocardiography base scrvices. This proposal would climinate 
Mcdicarc payment for color flow Doppler effcctive on January 1, 2008, on thc grounds that color flow Doppler has bccome 'intrinsic to thc pcrformance' of all 
cchocardiography proccdures. 

CMS's proposal to 'bundle' (and thereby eliminate payment for) color flow Dopplcr completely ignores the practice expenses and physician work involved in 
performance and interpretation of these studies. While color flow Doppler can be performed concurrently or in concert with the imaging component of 
cchocardiographic studies, the performance of color flow Doppler increases the sonographer time and equipment time that are required for a study. In fact, the 
physician and sonographcr time and resources involved have, if anything, increased, as color flow Doppler's role in the evaluation of valve discasc and othcr 
conditions has bccomc more complex. Performance and interpretation of doppler imaging is probably the most complex and difficult task associated with 
intcrprctation of all cchocardiography studies. The sonographcr and equipment time and the associated overhead required for the pcrformance of color flow Doppler 
arc not includcd in thc rclativc valuc units for any othcr cchocardiography base procedure. Thus, with the stroke of a pen, the CMS proposal simply eliminatcs 
Mcdicarc paymcnt for a scrvicc that (as CMS itsclf acknowlcdgcs) is important for accurate diagnosis and that is not reimbursed undcr any othcr CPT codc. 

Morcovcr, CMS is incorrect in assuming that color flow Doppler is 'intrinsic' to the provision of all echocardiography proccdures. Data provided by thc Amcrican 
College of Cardiology and thc American Society of Echocardiography, data gathcred by an independent consultant and submitted to CMS, confirm that color flow 
Dopplcr is routinely pcrformcd in conjunction with CPT codc 93307. However, these data also indicatc that an cstimated 400,000 color flow Dopplcr claims cach 
ycar are provided in conjunction with 10 echocardiography imaging codes other than CPT Codc 93307, including fetal ccho, transcsophagcal echo, congenital echo 
and stress echo. For many of these echocardiography 'base' codes, the proportion of claims that include Doppler color flow approximates or is lcss than 50%. 
More recent data submitted by the ASE in response to the Proposed Rule confirms that this practice pattern has not changed ovcr thc past several ycars. Thcsc data 
hold true with our current practice at Ingham Regional Mcdical Ccnter as well. 

For thcse rcasons, I urge you to refrain from finalizing the proposed 'bundling' of color flow Doppler into other echocardiography procedurcs, and to work closely 
with thc American Society of Echocardiography to address this issuc in a manner that takcs into account the very rcal resources involved in thc provision of this 
important scrvicc. 

Sinccrcly yours, 

Scott Huffaker, DO 
Ingham Regional Mcdical Center 
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Submitter : Dr. Geoffrey Rodey 

Organization : Overlake Anesthesiologists, PS 

Category : Physician 

Issue AreaslComments 

Coding- Additional Codes From 
5-Year Review 

Coding-- Additional Codes From 5-Year Review 

Pleasc rcfer to my attached ernail. 

Geoffrcy Rodcy, MD 

CMS- 1385-P-4562-Attach- I.RTF 
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OVERLAKE ANESTHESIOLOGISTS, PS 

Geoffrey Rodey, MD 
1135 116th Ave NE 
Suite 310 
Bellevue, WA 98004 

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. Nonvalk: 

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 fonvard 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. 



Geoffrey T. Rodey, MD 



Submitter : Dr. Richard O'Leary 

Organization : Dr. Richard O'Leary 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 
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DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE AND MEDICAID SERIVICES 
OFFICE OF STRATEGIC OPERATIONS & REGULATORY AFFAIRS 

Plea:;- note: We did riot receive the attachment that was cited in 
this comment. We are not able to receive attachments that have been 
prepared in excel or zip files. Also, the commenter must click the 
yellow "Attach Filet1 button to forward the attachment. 

Please direct your quegtions or comments to 1 800 743-3951. 



Submitter : Dr. Richard O'Leary, Jr. 

Organization : Dr. Richard O'Leary, Jr. 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

scc attachment 

CMS-I 385-P-4564-Attach- I .DOC 
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Leslie V. Nonvalk, Esq. 
Acting Administrator 
Centers for Medicare and Medicaid Services 
Attention: CMS-1385-P 
P.O. Box 8018 
Baltimore, MD 2 1244-80 18 

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

Dear Ms. Nonvalk: 

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

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

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

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

Thank you for your consideration of this serious matter. 

Sincerely, 

Richard O'Leary, MD 
Los Gatos, CA 95030 
rjoleary@comcast.net 



Submitter : Mrs. Rhonda Evans Date: 0713012007 

Organization : Billings Cardiology 

Category : Health Care Professional or Association 

Issue AreaslComments 

Coding-Reduction In TC For 
Imaging Services 

Coding--Reduction In T C  For Imaging Services 

I am a registered cardiac sonographcr. Please be advised that additional sonographer and physician time is needed to apply color dopplcr to an echo study. Color 
doppler is still cost effective in the diagnosis,treatment, and management of vavular disease. Thanks for taking your time to consider this information in making 
your decision on this matter. Coding-additional codes from 5-year review. 72 Federal Register 38122 (July 12,2007). 
Sincerely, 
Rhonda Evans, RDCS,RN 
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Submitter : Dr. Daniel J Levine Date: 07/30/2007 

Organization : Rhode Island Cardiology Center 

Category : Physician 

Issue AreasIComments 

GENERAL 

GENERAL 

1 am writing to urgc you not to climinate rcimburscmcnt for color flow dopplcr studics pcrformcd during ECHOcardiograms. 

Pcrformancc, analysis and interpretation of color Dopplcr is tcchnically demanding and timc intcnsivc. To dcny rcimburscmcnt for this critical scrvicc is 
incomprehensible. 

Rcducing reimbursement in this manner will diminish our ability to provide quality care. Please don't do it! 

Daniel J Levinc 
Clinical Associate Professor 
Director Rhode Island Hcart Failure Center 
Warren Alpert School of Mcdicine 
Brown University 
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Submitter : Dr. Rebecca Wells 

Organization : Overlake Anesthesiologists, PS 

Category : Physician 

Issue Areas/Comments 

Coding-- Additional Codes From 
5-Year Review 

Coding-- Additional Codes From 5-Year Review 

Please see my attached email. 

Rebecca Wells, MD 

CMS-I 385-P-4567-Attach-I .RTF 

Page 686 of 908 

Date: 07/30/2007 

August 0 1 2007 1 1 :33 AM 



OVERLAKE ANESTHESIOLOGISTS, PS 

Rebecca Wells, MD 
1135 116th Ave NE 
Suite 310 
Bellevue, WA 98004 

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. 



Rebecca Wells, MD 



Submitter : Dr. Damin Parker 

Organization : Damin C. Parker, Jr., MD, PA 

Category : Physician 

Date: 0713012007 

Coding-- Additional Codes From 
5-Year Review 

Coding-- Additional Codes From 5-Year Review 

Lcslic V. Norwalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Medicaid Scrviccs 
Attcntion: CMS-I 385-P 
P.O. Box 801 8 
Baltimore. MD 2 1244-801 8 

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

Dcar Ms. Norwalk: 

I am writing to express my strongest support for the proposal to incrcasc anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
rccognizcd thc gross undcrvaluation of ancsthesia services. and that the Agency is taking steps to addrcss this complicated issuc. 

Whcn thc RBRVS was institutcd, it creatcd a huge paymcnt disparity for ancsthcsia care, mostly due to significant undcrvaluation of ancsthesia work compared to 
other physician services. Today, more than a decade sincc the RBRVS took effect, Medicare paymcnt for ancsthcsia scrviccs 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 1 support full implementation of thc 
RUC s recommendation. 

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

Thank you for your consideration ofthis serious matter. 

Sinccrcly, 

Darvin C. Parker, Jr., MD 
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Submitter : Dr. Donna Reed Date: 0713012007 

Organization : Chester County Cardiology Associates 

Category : Physician 

Issue AreaslComments 

Coding-- Additional Codes From 
5-Year Review 

Coding-- Additional Codes From 5-Year Review 

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

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

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

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

For these reasons, I urge you to refrain from finalizing the proposed bundling of color flow Doppler into other echocardiography procedures, and to work closely 
with thc American Society of Echocardiography to address this issue in a manner that takes into account thc very rcal resourccs involvcd in thc provision of this 
important servicc. 

Sincerely yours, 

Donna M. Reed, DO 
Chester County Cardiology Associates, P.C. 
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Submitter : Dr. Jason Cheung 

Organization : Dr. Jason Cheung 

Category : Physician 

Issue AreaslComments 

Date: 07/30/2007 

GENERAL 

GENERAL 

Leslie V. Nonvalk, Esq. 
Acting Administrator 
Ccnters for Medicare and Medicaid Services 
Attention: CMS-1385-P 
P.O. Box 80 18 
Baltimore, MD 21 244-8018 

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

Dcar Ms. Nomalk: 

I am writing to cxprcss my strongest support for thc proposal to incrcasc anesthesia payments under the 2008 Physician Fee Schedule. I am gratcful that CMS has 
recognized thc gross undcrvaluation of ancsthesia services. and that the Agcncy is taking stcps to address this complicated issuc. 

When the RBRVS was instituted, it created a huge payment disparity for anesthesia carc, mostly due to significant undervaluation of anesthesia work comparcd to 
other physician services. Today, more than a decade since the RBRVS took effect, Medicare paymcnt for ancsthcsia services stands at just $1 6.1 9 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 fonvard in correcting the long-standing 
undervaluation of anesthesia services. I am pleased that the Agency accepted this recommendation in its proposed ruIe, and I support full impIementation of the 
RUC s recommendation. 

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

Thank you for your consideration of this serious matter. 
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Submitter : Dr. Stephen Kutz 

Organization : Cardiology Specialists 

Date: 07/30/2007 

Category : Physician 

Issue AreasIComments 

GENERAL 

GENERAL 

Color flow doppler is an important and time-consuming component of echocardiography. Please do not bundle this proccedure and discount reimbursement. 
Echoeardiography is associated with high overhead, including expcnsivc equiprncnt, nced for highly skilled technicians, office space, physician experience, ctc. 
Thank you, 
Stephen Kutz, MD 
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Submitter : Mr. Anthony Adkins Date: 07/30/2007 
Organization : Comprehensive Cardiology Consultants, Inc 

Category : Other Technician 

Issue AreasIComments 

Coding- Additional Codes From 
5-Year Review 

Coding-- Additional Codes From 5-Year Review 

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

Dear Mr. Kuhn: 

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

In conjunction with two-dimensional echocardiography, color Doppler typically is uscd for identifying cardiac malfunction (such as valvular regurgitation and 
intracardiac shunting), and for quantitating thc scvcrity of thcse Icsions. In particular, color Dopplcr information is critical to thc dccisionmaking proccss in 
paticnts with suspicion of hcart valvc discasc and appropriate sclcction of paticnts for valve surgcry or medical managemcnt. In addition, color flow Dopplcr is 
important in thc accuratc diagnosis of many other cardiac conditions. 

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

Moreover, CMS is inco~rect in assuming that color flow Doppler is intrinsic to the provision of all echocardiography procedures. I understand that data gathered 
by an independent consultant and submitted by the American College of Cardiology and the American Society of Echocardiography confirm that color flow 
Dopplcr is routinely pcrformed in conjunetion with CPT code 93307. However, these data, which were previously submitted to CMS, also indicatc that an 
cstimated 400,000 color flow Doppler claims each year arc providcd in conjunction with 10 echocardiography imaging codcs othcr than CPT Code 93307. 
including fetal echo, transesophageal echo, congenital echo and stress echo. For many of these echocardiography base codes, the proportion of claims that 
includc Doppler color flow approximates or is less than 50%. More recent data submitted by the ASE in response to the Proposcd Rulc confirms that this practice 
pattern has not changed over thc past several ycars 
For these reasons, I urge you to refrain from fmalizing the proposed bundling of color flow Doppler into other echocardiography procedures, and to work closely 
with the American Society of Echocardiography to address this issue in a manner that takes into account the very real resources involved in the provision of this 
important servicc. 

Sinccrcly yours. 
Anthony Adkins 

Comprehensive Cardiology Consultants, Inc 
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Submitter : Dr. Dan Tramuta Date: 07/30/2007 
Organization : Comprehensive Cardiology Consultants, Inc 

Category : Physician 

Issue AreasIComments 

Coding- Additional Codes From 
%Year Review 

Coding-- Additional Codes From 5-Year Review 

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

Dear Mr. Kuhn: 

As a cardiologist who provides echocardiography services to Medicare patients and others in Cincinnati, I am writing to object to CMS s proposal to bundle 
Medicare payment for color flow Doppler (CPT Code 93325) into all echocardiography base services. This proposal would discontinue separate Medicare 
payment for color flow Doppler effective on January 1.2008, on the grounds that color flow Doppler has become intrinsic to the performance of all 
cchocardiography proccdurcs. 

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

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

Moreover. CMS is incorrect in assuming that color flow Doppler is intrinsic to the provision of all echocardiography procedures. I understand that data gathered 
by an independent consultant and submitted by the American Collcge of Cardiology and the Amcrican Society of Echocardiography confirm that color flow 
Dopplcr is routinely pcrformed in conjunction with CPT code 93307. Howcvcr, thesc data, which were previously submitted to CMS. also indicate that an 
estimated 400,000 color flow Dopplcr claims each year arc provided in conjunction with 10 echocardiography imaging codes other than CPT Code 93307, 
including fetal echo, transesophageal echo, congenital echo and stress echo. For many of these echocardiography base codes, the proportion of claims that 
include Dopplcr color flow approximates or is less than 50%. More recent data submitted by thc ASE in rcsponsc to the Proposed Rulc confirms that this practice 
pattern has not changed over thc past several years 
For these reasons, I urge you to refrain from finalizing the proposed bundling of color flow Doppler into other echocardiography procedures, and to work closely 
with the American Society of Echocardiography to address this issue in a manner that takes into account the very real resources involved in thc provision of this 
important service. 

Sincerely yours, 
Dan Tramuta, M.D., F.A.C.C. 
Comprehensivc Cardiology Consultants, Inc 
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Submitter : Dr. Ned Mehlman Date: 07/30/2007 
Organization : Comprehensive Cardiology Consultants, Inc 

Category : Physician 

Issue AreasIComments 

Coding-- Additional Codes From 
5-Year Review 

Coding-- Additional Codes From 5-Year Review 

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

Dcar Mr. Kuhn: 

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

In conjunction with two-dimcnsional cchocardiography, color Dopplcr typically is used for identifying cardiac malfunction (such as valvular regurgitation and 
intracardiac shunting), and for quantitating the scvcrity of thcse Icsions. In particular, color Doppler information is critical to thc decisionmaking proccss in 
paticnts with suspicion of hcart valvc discasc and appropriate selection of patients for valve surgery or mcdical managemcnt. In addition, color flow Dopplcr is 
important in thc accuratc diagnosis of many othcr cardiac conditions. 

CMS s pmposal to bundle (and thereby eliminate payment for) color flow Doppler completely ignores the practice expenses and physician work involved in 
performance and intcrprctation of these studies. While color flow Doppler can be performed concurrently or in concert with the imaging component of 
cchocardiographic studics, the performance of color flow Dopplcr increases the sonographer timc and cquipment time that arc rcquircd for a study; in fact, the 
physician and sonographer time and resources involved have, if anything, increased, as color flow Doppler s mle in the evaluation of valve disease and other 
conditions has becomc more complex. The sonographer and cquipmcnt time and the associatcd ovcrhcad requircd for thc performance of color flow Dopplcr are 
not included in the relative value units for any other echocardiography base procedure. Thus, with the stroke of a pen, the CMS proposal simply eliminates 
Medicare payment for a service that (as CMS itself acknowledges) is important for accurate diagnosis and that is not reimbursed undcr any other CPT codc. 

Moreover, (SMS is incorrect in assuming that color flow Doppler is intrinsic to the pmvision of all echocardiography procedures. I understand that data gathered 
by an indepcndent consultant and submitted by the American Collcge of Cardiology and the American Socicty of Echocardiography confirm that color flow 
Doppler is routinely performed in conjunction with CPT codc 93307. However, these data, which were previously submitted to CMS, also indicatc that an 
cstimatcd 400,000 color flow Dopplcr claims each ycar arc providcd in conjunction with 10 echocardiography imaging codes othcr than CPT Codc 93307, 
including fetal echo, transesophageal echo, congenital echo and stress echo. For many of these echocardiography base codes, the pmponion of claims that 
includc Dopplcr color flow approximates or is less than 50%. Morc recent data submitted by the ASE in response to thc Proposcd Rulc confirms that this practicc 
pattcm has not changcd ovcr thc past scveral years 
For these reasons, I urge you to refrain fmm fmlizing the proposed bundling of color flow Doppler into other echocardiography procedures, and to work closely 
with thc Amcrican Socicty of Echocardiography to address this issue in a manner that takcs into account the very real resources involved in the provision of this 
important servicc. 

Sinccrcly yours. 
Ncd Mchlman, M.D., F.A.C.C. 

Comprehcnsivc Cardiology Consultants, Inc 
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Submitter : Dr. Joe N. Hackworth Date: 07/30/2007 
Organization : Comprehensive Cardiology Consultants, Inc 

Category : Physician 

Issue AreasIComments 

Coding-- Additional Codes From 
5-Year Review 

Coding-- Additional Codes From 5-Year Review 

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

-ADDITIONAL CODES FROM 5-YEAR 

Dcar Mr. Kuhn: 

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

In conjunction with two-dimensional cchocardiography, color Doppler typically is uscd for identifying cardiac malfunction (such as valvular regurgitation and 
intracardiac shunting). and for quantitating the scvcrity of thcsc lesions. In particular, color Dopplcr information is critical to the decisionmaking process in 
paticnts with suspicion of hcart valvc diseasc and appropriatc sclcction of patients for valvc surgery or medical management. In addition, color flow Dopplcr is 
important in thc accurate diagnosis of many othcr cardiac conditions. 

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

Moreover, CMS is incorrect in assuming that color flow Doppler is intrinsic to the provision of all echocardiography procedures. I understand that data gathered 
by an independent consultant and submitted by the American College of Cardiology and the American Socicty of Echocardiography confirm that color flow 
Dopplcr is routinely performcd in conjunction with CPT code 93307. However, these data, which were previously submitted to CMS, also indicate that an 
cstimatcd 400,000 color flow Dopplcr claims cach year are providcd in conjunction with 10 echocardiography imaging codes other than CPT Codc 93307, 
including feral echo, transesophageal echo, congeniral echo and stress echo. For many of these echocardiography base codes, the proportion of claims that 
includc Dopplcr color flow approximatcs or is less than 50%. Morc rcccnt data submitted by the ASE in responsc to thc Proposed Rulc confirms that this practice 
pattcm has not changed over thc past several ycars 
For these reasons, I urge you to refrain from finalizing the proposed bundling of color flow Doppler into other echocardiography procedures, and to work closely 
with thc Amcrican Socicty of Echocardiography to address this issuc in a manncr that takes into account thc vcry real resources involved in thc provision of this 
important scrvicc. 

Sinccrcly yours, 
Joe Hackwonh, M.D., F.A.C.C. 
Comprehensive Cardiology Consultants, Inc 
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Submitter : Dr. Frederick Jenkins, Jr Date: 07/30/2007 
Organization : Comprehensive Cardiology Consultants, Inc 

Category : Physician 

Issue Areas/Comments 

Coding- Additional Codes From 
5-Year Review 

Coding-- Additional Codes From 5-Year Review 

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

Dear Mr. Kuhn: 

As a cardiologist who provides echocardiography services to Medicare patients and others in Cincinnati, I am writing to object to CMS s pmposal to bundle 
Medicare payment for color flow Doppler (CFT Code 93325) into all echocardiography base services. This proposal would discontinue separate Medicare 
payment for color flow Doppler effective on January 1,2008, on the grounds that color flow Doppler has become intrinsic to the p e r f o m c e  of all 
cchocardiography proccdurcs. 

In conjunction with two-dimensional cchocardiography, color Doppler typically is used for identifying cardiac malfunction (such as valvular regurgitation and 
intracardiac shunting). and for quantitating thc scvcrity of thcse Icsions. In particular, color Dopplcr information is critical to thc dccisionmaking process in 
patients with suspicion of heart valve diseasc and appropriate selection of paticnts for valve surgery or medical management. In addition, color flow Dopplcr is 
important in the accuratc diagnosis of many other cardiac conditions. 

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

Moreover, CMS is incorrect in assuming that color flow Doppler is intrinsic to the provision of all echocardiography procedures. I understand that data gathered 
by an independent consultant and submittcd by the American College of Cardiology and the American Society of Eehocardiography confirm that color flow 
Dopplcr is routinely performed in conjunction with CPT code 93307. Howcvcr, thcse data, which were previously submitted to CMS, also indicate that an 
estimated 400.000 color flow Dopplcr claims cach year are provided in conjunction with 10 cchocardiography imaging codcs othcr than CPT Codc 93307, 
including fetal echo, transesophageal echo, congenital echo and stress echo. For many of these echocardiography base codes, the proportion of claims that 
include Dopplcr color flow approximates or is less than 50%. More rcccnt data submitted by the ASE in response to the Proposed Rule confirms that this practice 
pattcm has not changed over the past several years 
For these reasons, I urge you to refrain from finalizing the proposed bundling of color flow Doppler into other echocardiography procedures, and to wok closely 
with the American Society of Echocardiography to address this issue in a manner that taka into account the very rcal resources involved in the provision of this 
important service. 

Sinccrcly yours, 
Fred G. Jenkins, M.D., F.A.C.C. 

Comprehcnsivc Cardiology Consultants, Inc 
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Submitter : Dr. Sheldon Brownstein Date: 07/30/2007 

Organization : Comprehensive Cardiology Consultants, Inc 

Category : Physician 

Issue AreasIComments 

Coding-- Additional Codes From 
IYear Review 

Coding-- Additional Codes From 5-Year Review 

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

Dear Mr. Kuhn: 

As a cardiologist who provides echocardiography services to Medicarr: patients and others in Cincinnati. I am writing to object toCMS s proposal to bundle 
Medicare payment for color flow Doppler (CFT Code 93325) into all echocardiography base services. This proposal would discontinue separate Medicare 
payment for color flow Doppler effective on January 1,2008, on the grounds that color flow Doppler has become intrinsic to the performance of all 
cchocardiography procedures. 

In conjunction with two-dimensional echocardiography, color Dopplcr typically is used for identifying cardiac malfunction (such as valvular regurgitation and 
intracardiac shunting), and for quantitating thc scverity of thcsc Icsions. In particular, color Dopplcr information is critical to thc dccisionmaking process in 
paticnts with suspicion of hcart valvc discasc and appropriatc sclcction of paticnts for valvc surgcry or mcdical managemcnt. In addition, color flow Doppler is 
important in the accurate diagnosis of many other cardiac conditions. 

CMS s proposal to bundle (and thereby eliminate payment for) color flow Doppler completely ignores the practice expenses and physician work involved in 
pcrformancc and intcrprctation of thcse studies. While color flow Doppler can be performed concurrently or in concert with the imaging componcnt of 
echocardiographic studies, the performance of color flow Doppler increases the sonographer time and equipment time that are requircd for a study; in fact, the 
physician and sonographer time and resources involved have. if anything, increased, as color flow Doppler s role in the evaluation of valve disease and other 
conditions has become morc complex. The sonographer and cquipment time and the associated overhcad required for the performance of color flow Doppler are 
not included in the dat ive value units for any other echocardiography base procedure. Thus, with the stroke of a pen, the CMS proposal simply eliminates 
Mcd~carc paymcnt for a service that (as CMS itself acknowledges) is important for accuratc diagnosis and that is not reimbursed undcr any other CPT codc. 

Moreover, CMS is incorrect in assuming that color flow Doppler is intrinsic to the provision of all echocardiography procedures. I understand that data gathered 
by an indcpcndcnt consultant and submitted by thc American College of Cardiology and thc American Society of Echocardiography confirm that color flow 
Dopplcr is routinely pcrformed in conjunction with CPT code 93307. Howcver, thesc data, which were previously submittcd to CMS, also indicatc that an 
cstimatcd 400.000 color flow Dopplcr claims cach ycar arc providcd in conjunction with I0 echocardiography imaging codcs othcr than CPT Codc 93307, 
including fetal echo, transesophageal echo, congenital echo and stress echo. For many of these echocardiography base codes, the proportion of claims that 
includc Doppler color flow approximates or is less than 50%. Morc recent data submitted by the ASE in rcsponsc to the Proposcd Rulc confirms that this practice 
pattcrn has not changed over thc past several years 
For these reasons, I urge you to refrain from finalizing the proposed bundling of color flow Doppler into other echocardiography procedures, and to work closely 
with the American Socicty of Echocardiography to address this issue in a manner that takcs into account the vcry real rcsources involved in the provision of this 
important service. 

Sinccrcly yours, 
She1don.L. Brownstein, M.D., F.A.C.C. 
Comprehensive Cardiology Consultants, Inc 
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Dear Mr. Kuhn: 

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

In conjunction with two-dimensional echocardiography, color Doppler typically is used for identifying cardiac malfunction (such as valvular regurgitation and 
intracardiac shunting). and for quantitating thc scvcrity of thesc lcsions. In particular, color Doppler information is critical to thc decisionmaking proccss in 
paticnts with suspicion of hcart valvc discasc and appropriate selection of paticnts for valvc surgcry or medical managemcnt. In addition, color flow Dopplcr is 
important in thc accuratc diagnosis of many othcr cardiac conditions. 

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

Moreover, CMS is incorrect in assuming that color flow Doppler is intrinsic to the provision of all echocardiography procedures. I understand that data gathered 
by an indcpcndent consultant and submitted by the American College of Cardiology and the Amcrican Society of Echocardiography confirm that color flow 
Dopplcr is routinely pcrfomed in conjunction with CPT codc 93307. Howevcr, thesc data, which wcre previously submittcd to CMS. also indicate that an 
cstimatcd 400,000 color flow Doppler claims cach ycar arc providcd in conjunction with I0 echocardiography imaging codcs othcr than CPT Codc 93307, 
including fetal echo, transesophageal echo, congenital echo and stress echo. For many of these echocardiography base codes. the proportion of claims that 
include Dopplcr color flow approximates or is less than 50%. More recent data submitted by the ASE in response to thc Proposed Rulc confirms that this practice 
pattern has not changcd ovcr thc past several years 
For these reasons, I urge you to refrain from finalizing the proposed bundling of color flow Doppler into other echocardiography procedures, and to work closely 
with thc American Society of Echocardiography to address this issue in a manner that takes into account thc vcry real resources involved in the provision of this 
important service. 

Sincerely yours, 
Stuart A. Steinberg, M.D., F.A.C.C. 
Comprehensive Cardiology Consultants, Inc 
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Dcar Mr. Kuhn: 

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

In conjunction with two-dimensional echocardiography, color Dopplcr typically is used for identifying cardiac malfunction (such as valvular rcgurgitation and 
intracardiac shunting), and for quantitating thc scvcrity of these Icsions. In particular, color Doppler information is critical to thc decisionmaking proccss in 
paticnts with suspicion of hcart valvc discasc and appropriate sclcction of paticnts for valvc surgcry or medical managcmcnt. In addition. color flow Dopplcr is 
important in the accuratc diagnosis of many othcr cardiac conditions. 

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

Moreover, CMS is incorrect in assuming that color flow Doppler is intrinsic to the provision of all echocardiography procedures. I understand that data gathered 
by an indepcndcnt consultant and submitted by the American Collegc of Cardiology and the Amcrican Society of Echocardiography confirm that color flow 
Dopplcr is routinely pcrformcd in conjunction with CPT codc 93307. However, these data, which were previously submitted to CMS, also indicate that an 
estimatcd 400.000 color flow Dopplcr claims each year are provided in conjunction with 10 echocardiography imaging codes othcr than CPT Code 93307, 
including fetal echo, transesophageal echo, congenital echo and stress echo. For many of these echocardiography base codes, the proportion of claims that 
include Dopplcr color flow approximates or is less than 50%. More rccent data submitted by the ASE in response to the Proposed Rule confirms that this practice 
pattcm has not changed over the past several years 
For these reasons, I urge you to refrain from finalizing the proposed bundling of color flow Doppler into other echocardiography procedures, and to work closely 
with the Amcrican Society of Echocardiography to address this issue in a manner that takes into account the very real resources involved in the provision of this 
important scrvicc. 

Sinccrcly yours, 
D. P. Suresh, M.D., F.A.C.C. 
Comprchensive Cardiology Consultants, Inc 
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Dear Mr. Kuhn: 

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

In conjunction with two-dimensional echocardiography, color Doppler typically is used for identifying cardiac malfunction (such as valvular rcgurg~tat~on and 
intracardiac shunting), and for quantitating the scvcrity of thcsc Icsions. In particular, color Doppler information is critical to thc dccisionmaking proccss in 
paticnts with suspicion of hcan valvc discase and appropriatc sclcction of paticnts for valvc surgery or mcdical managcmcnt. In addition, color flow Dopplcr is 
important in thc accuratc diagnosis of many othcr cardiac conditions. 

CMS s proposal to bundle (and thereby eliminate payment for) color flow Doppler completely ignores the practice expenses and physician work involved in 
pcrformancc and intcrprctation of thcse studics. Whilc color flow Doppler can be performed concurrently or in conccn with the imaging componcnt of 
cchocardiographic studics, thc performance of color flow Dopplcr increases thc sonographer time and equipmcnt timc that arc required for a study: in fact, thc 
physician and sonographer time and resources involved have, if anything, increased, as color flow Doppler s role in the evaluation of valve disease and other 
conditions has bccome more complcx. The sonographer and equipment time and the associatcd overhcad required for the pcrformance of color flow Dopplcr are 
not included in the relative value units for any other echocardiography base procedure. Thus, with the stroke of a pen, the CMS proposal simply eliminates 
Medicarc payment for a scrvice that (as CMS itself acknowledges) is important for accurate diagnosis and that is not reimbursed under any othcr CPT codc. 

Moreover, CMS is incorrect in assuming that color flow Doppler is intrinsic to the provision of all echocardiography procedures. I understand that data gathered 
by an indcpendcnt consultant and submittcd by the American Collcge of Cardiology and the American Socicty of Echocardiography confirm that color flow 
Dopplcr is routinely pcrformcd in conjunction with CPT codc 93307. Howcver, these data, which wen: previously submittcd to CMS, also indicatc that an 
cstimatcd 400,000 color flow Dopplcr claims each ycar arc providcd in conjunction with I0 cchocardiography imaging codes othcr than CPT Codc 93307, 
including fetal echo, transesophageal echo, congenital echo and stress echo. For many of these echocardiography base codes, the proportion of claims that 
include Doppler color flow approximates or is less than 50%. Marc recent data submitted by the ASE in rcsponse to thc Proposcd Rulc confirms that this practicc 
pattern has not changed ovcr thc past several years 
For these reasons, I urge you to refrain from finalizing the proposed bundling of color flow Doppler into other echocardiography procedures, and to work closely 
with the Amcrican Society of Echocardiography to address this issuc in a manner that takes into account the very real resources involved in the provision of this 
important service. 

Sincerely yours, 
Paul D. Hirsh, M.D., F.A.C.C. 
Comprehensive Cardiology Consultants, Inc 
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Dcar Mr. Kuhn: 

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

In conjunction with two-dimcnsional cchocardiography, color Doppler typically is uscd for identifying cardiac malfunction (such as valvular regurgitation and 
intracardiac shunting), and for quantitating thc scvcrity of thcsc Icsions. In particular, color Dopplcr information is critical to the dccisionmaking process in 
paticnts with suspicion of heart valve discasc and appropriate selection of patients for valve surgery or medical~rnanagcmcnt. In addition, color flow Dopplcr is 
important in thc accuratc diagnosis of many othcr cardiac conditions. 

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

Moreover, CMS is incorrect in assuming that color flow Doppler is intinsic to the provision of all echocardiography procedures. I understand that data gathered 
by an indepcndcnt consultant and submitted by the American College of Cardiology and the American Socicty of Echocardiography confirm that color flow 
Dopplcr is routinely pcrformcd in conjunction with CPT code 93307. Howcver, these data, which were previously submitted to CMS, also indicate that an 
cstirnatcd 400,000 color flow Doppler claims each year are provided in conjunction with I0 eehocardiography imaging codes othcr than CPT Code 93307, 
including fetal echo, transesophageal echo, congenital echo and stress echo. For many of these echocardiography base codes, the proportion of claims that 
include Doppler color flow approximates or is less than 50%. More recent data submitted by the ASE in response to the Proposed Rule confirms that this practice 
pattern has not changcd over the past scvcral years 
For these reasons, I urge you to refrain from fmalizing the proposed bundling of color flow Doppler into other echocardiography procedures, and to work closely 
with the American Society of Echocardiography to address this issue in a manner that takes into account the vcry real resources involved in thc provision of this 
important scrvice. 

Sincercly yours, 
Rob Strickmeyer, M.D., F.A.C.C. 

Comprchensivc Cardiology Consultants, Inc 
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Dear Mr. Kuhn: 

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

In conjunction with rwo-dimensional cchocardiography, color Dopplcr typically is used for identifying cardiac malfunction (such as valvular regurgitation and 
intracardiac shunting). and for quantitating the scvcrity of thesc lesions. In particular, color Dopplcr information is critical to thc dccisionmaking proccss in 
paticnts with suspicion of hcart valvc diseasc and appropriate sclcction of paticnts for valvc surgery or mcdical managcmcnt. In addition, color flow Dopplcr is 
important in the accurate diagnosis of many other cardiac conditions. 

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

Moreover, CMS is incorrect in assuming that color flow Doppler is intrinsic to the provision of all echocardiography procedures. I understand that data gathered 
by an independcnt consultant and submitted by the American College of Cardiology and the American Society of Echocardiography confirm that color flow 
Dopplcr is routincly pcrformcd in conjunction with CPT code 93307. Howcvcr, these data, which were previously submittcd to CMS, also indicate that an 
cstimatcd 400,000 color flow Dopplcr claims cach ycar arc provided in conjunction with 10 echocardiography imaging codes other than CPT Code 93307, 
including fetal echo. transesophageal echo, congenital echo and stress echo. For many of these echocardiography base codes, the proportion of claims that 
include Doppler color flow approximatcs or is less than 50%. More recent data submitted by the ASE in response to the Proposed Rule confirms that this practice 
pattern has not changed over the past several years 
For these reasons, I urge you to refrain from finalizing the proposed bundling of color flow Doppler into other echocardiography procedures, and to work closely 
with the Amcrican Society of Echocardiography to address this issue in a manner that takes into account the very real resources involved in thc provision of this 
important service. 

Sincerely yours, 
Jeff Reichard, M.D., F.A.C.C. 
Comprehensive Cardiology Consultants, Inc 

Page 70  1 o f  908 August 01 2007 1 1 :33 A M  



Submitter : Dr. Gail Petters 

Organization : American Society of Anesthesiologists 

Category : Physician 

Issue AreaslComments 

Date: 07/30/2007 

GENERAL 

GENERAL 

Lcslic V. Norwalk, Esq. 
Acting Administrator 
Centcrs for Medicare and Medicaid Serviccs 
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Baltimorc. MD 21244-8018 

Rc: CMS-1385-P 
Ancsthesia Coding (Part of 5-Ycar Rcview) 

Dcar Ms. Nowalk: 

1 am writing to express my strongest support for the proposal to increase anesthesia payments undcr the 2008 Physician Fce 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 paymcnt disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work comparcd to 
other physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
areas with disproportionately high Medicare populations. 

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of neady $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 1 support full implementation of the 
RUC s recommendation, 

To cnsurc that our paticnts havc access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Fcdcral Register 
by fully and immcdiatcly implemcnting thc anesthesia conversion factor increase as recommended by thc RUC. 

Thank you for your consideration of this serious matter. 

Sinccrcly, 
Gail A. Pcners, M.D. 
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Leslie V. Nonvalk, Esq. 
Acting Administrator 
Ccnters for Medicare and Mcdicaid Services 
Attention: CMS-1385-P 
P.O. Box 801 8 
Baltimore. MD 2 1244-801 8 

Re: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Ycar Review) 

Dcar Ms. Nonvalk: 

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

Whcn the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of ancsthesia work comparcd 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 disproportionatcly high Medicare populations. 

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

To cnsurc that our paticnts havc acccss to expert anesthesiology medical care, it is imperative that CMS follow through with thc proposal in the Federal Rcgister 
by fully and immediately implemcnting the ancsthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this scrious matter. 
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Lcslic V. Norwalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicare and Mcdicaid Scrviccs 
Attcntion: CMS-1385-P 
P.O. Box 801 8 
Baltimorc, MD 21244-8018 

Rc: CMS- 1385-P 

Ancsthcsia Coding (Pan of 5-Ycar Rcvicw) 

Dcar Ms. Norwalk: 

I am writing to cxprcss my strongest support for thc proposal to incrcase ancsthcsia paymcnts undcr the 2008 Physician Fce Schcdulc. I am grateful that CMS has 
rccognizcd thc gross undcrvaluation of anesthcsia serviccs, and that the Agency is taking steps to address this complicated issue. 

Whcn thc RBRVS was instituted, it created a hugc 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 anesthcsia 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 plcased that the Agency accepted this recommendation in its proposed rule, and I suppon full implementation of the 
RUC s recommendation. 

To ensure that our paticnts have acccss to cxpcn anesthesiology medical carc, it is imperative that CMS follow through with thc proposal in the Federal Rcgister 
by fully and immcdiatcly implementing the ancsthcsia convcrsion factor incrcase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 

Valeric Arkoosh 
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Dcar CMS, 
I am a cardiac sonographer in Omaha, Nebraska. I am writing to you to voice my objections to 'bundling' color flow doppler into the echocardiogram without 
adjusting thc reimbursement amount. There are several instances where I do not use color flow imaging in an echo. If the cardiologist would like to know just 
the Ice ventricular funtion (ex. to see if medical therapy is improving function)and there had been a recent echocardiogram, I wouldn't use color flow dopplcr. If 
there is a pericardial cffision to be followed every day or two until the patient is better, I wouldn't charge for color flow echocardiography. If you do add this 
separate modality to the routine echo, at least adjust the reimburement level for an echocardiogram. There seems like there should be a resonable compromise to 
this situation. I, in no way, bencfit financially from whichever direction the CMS plans to go with but would like to say that the echocardiogram requires somc 
the the most skill in aquiring accurate information and reading out of all the other imaging modalities, with some of the least financial payoff already. I work for 
no cardiologist. 1 work for a nonprofit hospital. I can see cardiologists ordering MUGA scans (at least 2 times the cost of an echocardiogram) instead of 
echocardiograms in their offices just to be able to break even. 

Sincerely, 
Michacl Carda, RDCS, RVT 
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Dcar Mr. Kuhn: 

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

In conjunction with two-dimensional Echocardiography, color Dopplcr typically is used for idcntifying cardiac malfunction (such as valvular regurgitation and 
intracardiac shunting), and for quantitating the scvcrity of thcsc lesions. In particular, color Dopplcr information is critical to thc decisionmaking process in 
paticnts with suspicion of heart valve diseasc and appropriate selection of paticnts for valve surgery or medical management. In addition, color flow Dopplcr is 
important in thc accuratc diagnosis of many othcr cardiac conditions. 

CMS s proposal to bundle (and thereby eliminate payment for) color flow Doppler completely ignores the practice expenses and physician work involved in 
pcrformancc and interpretation of these studies. While color flow Doppler can be performed concurrently or in conccrt with thc imaging component of 
Echocardiographic studics, the performance of color flow Doppler increases thc sonographer time and cquipmcnt time that arc requircd for a study; in fact, thc 
physician and sonographer time and resources involved have, if anything, increased. as color flow Doppler s role in the evaluation of valve disease and other 
conditions has bccomc morc complcx. The sonographer and equipment time and the associated overhead required for the performance of color flow Dopplcr are 
not included in the relative value units for any other Echocardiography base procedure. Thus, with the stroke of a pen, the CMS proposal simply eliminates 
Medicarc paymcnt for a service that (as CMS itself acknowledges) is important for accurate diagnosis and that is not reimbursed undcr any other CPT codc. 

Moreover, CMS is incorrect in assuming that color flow Doppler is intrinsic to the provision of all Echocardiography procedures. I understand that data 
gathcrcd by an indcpcndcnt consultant and submitted by thc Amcrican Collcgc of Cardiology and the Amcrican Socicty of Echocardiography confirm that color 
flow Dopplcr is routinely performed in conjunction with CPT codc 93307. However, thcsc data, which wcrc previously submitted to CMS, also indicatc that an 
cstimatcd 400,000 color flow Dopplcr claims each year are provided in conjunction with 10 Echocardiography imaging codes other than CPT Code 93307, 
including fetal Echo, Transesophageal Echo, congenital Echo and Stress Echo. For many of these Echocardiography base codes, the proportion of claims that 
includc Doppler color flow approximates or is lcss than 50%. More rcccnt data submitted by the ASE in response to the Proposed Rule confirms that this practice 
pattcm has not changed over thc past scvcral ycars. 

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

Sincerely yours, 

Maria L. Maxwcll, BA, AAS. RDCS, RVT 
Illinois Heart and Vascular 
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Submitter : Dr. Barry Horner Date: 07/30/2007 

Organization : Dr. Barry Horner 

Category : Physician 

Issue AreasIComments 

GENERAL 

GENERAL 

Lcslic V. Nonvalk, Esq. 
Acting Administrator 
Centers for Medicare and Medicaid Services 
Attcntion: CMS-1385-P 
P.O. Box 8018 
Baltimore, MD 21244-8018 

Ancsthcsia Coding (Part of 5-Ycar Rcvicw) 

Dcar Ms. Nonvalk: 

I am writing to cxprcss my strongest support for the proposal to increase anesthesia payments under the 2008 Physician FCC Schedule. I am grateful that CMS has 
rccognized thc gross undervaluation of anesthcsia sewiccs, and that the Agcncy is taking steps to address this complicated issue. 

When the RBRVS was instituted, it created a hugc payment disparity for ancsthesia carc, mostly duc to significant undervaluation of ancsthcsia work comparcd to 
othcr physician services. Today, more than a dccadc since the RBRVS took effect, Mcdicare payment for ancsthcsia scwiccs stands at just $16.19 pcr unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
areas with disproportionately high Mcdicare popuIations. 

In an effort to rcctify this untenable situation, thc RUC rccommcnded 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 
undcwaluation of ancsthcsia sewiccs. I am pleased that the Agency accepted this recommendation in its proposed rulc, and I support full implcmcntation of thc 
RUC s recommendation. 

To cnsurc that our paticnts havc access to cxpcrt ancsthcsiology mcdical carc, it is imperative that CMS follow through with the proposal in the Federal Rcgistcr 
by fully and immcdiatcly implcmcnting the ancsthesia conversion factor increase as recommended by the RUC. 

Thank you for your considcration of this serious matter. 
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Submitter : Ms. Wendy Smith Date: 07/30/2007 

Organization : Kitsap Cardiology Consultants, P.L.L.C. 

Category : Other Technician 

Issue AreasIComments 

GENERAL 

GENERAL 

72 Federal Rcgister 38 122 
Re: CMS 1385 P; Proposed Physician Fee Schedule and other Part B Payment Policies for CY 2008. CODING --ADDITIONAL CODES FROM 5-YEAR 
REVIEW. 

Dcar Mr. Kuhn: 

As a cardiac sonographcr who provides echocardiography services to Medicare paticnts and othcrs in both Bremerton, Washington and Port Townsend, both 
medically underserved areas, I am writing to object to CMS s proposal to bundle Medicare payment for color flow Doppler (CFT Code 93325) into all 
echocardiography base services. This proposal would discontinue separate Medicare payment for color flow Doppler effective on January 1,2008, on the grounds 
that color flow Doppler has become intrinsic to the performance of all echocardiography procedures. 

In conjunction with two-dimensional cchocardiography, color Dopplcr typically is uscd for identifying cardiac malfunction (such as valvular regurgitation and 
intracardiac shunting), and for quantitating thc scverity of thcse lesions. In particular, color Doppler information is critical to thc decisionmaking process in 
paticnts with suspicion of heart valve discasc and appropriatc selection of patients for valvc surgery or medical management. In addition, color flow Doppler is 
important in thc accurate diagnosis of many other cardiac conditions. 

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

Moreover, CMS is incorrect in assuming that color flow Doppler is intrinsic to the provision of all echocardiography procedures. I understand that data gathered 
by an indcpendcnt consultant and submitted by thc American Collcgc of Cardiology and thc Amcrican Socicty of Echocardiography confirm that color flow 
Dopplcr is routinely performed in conjunction with CPT code 93307. However, thesc data, which wcre previously submittcd to CMS, also indicatc that an 
cstimatcd 400,000 color flow Doppler claims each year are provided in conjunction with 10 echocardiography imaging codcs othcr than CPT Codc 93307, 
including fetal echo, transesophageal echo, congenital echo and stress echo. For many of these echocardiography base codes, the proportion of claims that 
include Dopplcr color flow approximates or is lcss than 50%. More rcccnt data submitted by the ASE in rcsponse to the Proposed Rule confirms that this practice 
pattern has not changed over the past several years. 

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

Sinccrcly yours, 
Wcndy E. Smith, 
Kitsap Cardiology Consultants, P.L.L.C. 
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Submitter : Mr. Vance Chunn Date: 07/30/2007 

Organization : Cardiology Associates of Mobile, Inc. 

Category : Other Health Care Professional 

Issue AreaslComments 

Coding-- Additional Codes From 
5-Year Review 

Coding-- Additional Codes From 5-Year Review 

My namc is Vance Chunn and I am the CEOIadministrator for Cardiology Associates of Mobile, Inc., a private practice cardiology group with 27 cardiologists in 
Mobilc, Alabama. We are deeply concemcd about the color flow doppler imaging portion of an echocardiography cxam being bundlcd with thc othcr compncnts 
of thc ccho cxam. For ycars this has been a separately payable. The proccdurc requires additional training for thc techs who perform it, additional expensc in the 
equipmcnt wc purcahsc to perform it, additional timc to perform it and additional time to interpret it. Wc also pay a portion of our service contracts to maintain 
that portion of thc ccho equipmcnt capable of performing color flow doppler. Thc information we get from color flow is significant and used by our physicians 
daily. Although wc do not use it on evcry patient, wc do usc it a significant amount of the timc. Plcasc preserve the separately payable part of thc color flow 
dopplcr as it is clearly a distinct benefit to thc patient and cost to those who pcrform it. Thanks vcry much for allowing us to comment. 

Sinccrcly, 

Vancc M. Chunn 
CEOlAdministrator 
Cardiology Associates of Mobile. Inc. 
37 15 Dauphin Street 
Suite 4400 
Mobile, AL 36608 
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Submitter : Dr. Vance Robideaux 

Organization : Dr. Vance Robideaux 

Category : Physician 

Issue Areas/Comments 

Date: 07/30/2007 

GENERAL 

GENERAL 

To: Leslie V. Norwalk 
Acting Administrator. CMS 

From: Vance Robidcaux 
vrobidcaux@cox.nct 

I wish to cxprcss support for thc plan to incrcasc ancsthcsia paymcnts in the 2008 Physician Fee Schedule. Thc plan will help corrcct the long standing 
undcrvaluation of scrviccs providcd by ancsthcsiologists and is much needed. 

Thc prcscnt fce schcdulc does not cover my costs for taking care of Medicare patients. Other anesthesiologists havc taken steps to limit thcir Medicare patient load 
and I do not want to havc to do that. 

In an effort to rectify this situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32% 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. I 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 havc 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 reommended by the RUC. 

I apprcciatc your considcration of this serious mattcr. 

Vance Robidcaux, M D 
2508 Crossing Drive 
Edmond, OK 730 13 
vrobidcaux@cox.nct 
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Submitter : Mrs. Sue Maisey Date: 07/30/2007 

Organization : St. Luke's Episcopal Hospital 

Category : Individual 

Issue AreasIComments 

GENERAL 

GENERAL 

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

Dcar Mr. Kuhn: 

As a Cardiac sonographer, who provides echocardiography services to Medicare patients and others in Houston, Texas. I am writing to object to CMS s proposal 
to bundle Medicare payment for color flow Doppler (CPT Code 93325) into all echocardiography base services. This proposal would discontinue separate 
Medicare payment for color flow Doppler effective on January 1.2008, on the grounds that color flow Doppler has become intrinsic to the performance of all 
cchocardiography proccdurcs. 

In conjunction with two-dimensional cchocardiography, color Dopplcr typically is uscd for idcntifying cardiac malfunction (such as valvular rcgurgitation and 
intracardiac shunting). and for quantitating thc scvcrity of thcsc lesions. In particular, color Dopplcr information is critical to thc dccision making proccss in 
paticnts with suspicion of hcart valvc disease and appropriate sclection of paticnts for valve surgery or medical rnanagcment. In addition, color flow Dopplcr is 
important in thc accurate diagnosis of many othcr cardiac conditions. 

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

Moreover, CMS is incorrect in assuming that color flow Doppler is intrinsic to the provision of all echocardiography pmedures. I understand that data gathered 
by an indepcndent consultant and submitted by the American College of Cardiology and the American Society of Echocardiography confirm that color flow 
Dopplcr is routinely performed in conjunction with CPT code 93307. However, these data, which wcrc previously submitted to CMS, also indicatc that an 
estimated 400,000 color flow Doppler claims each ycar are providcd in conjunction with 10 cchocardiography imaging codes other than CPT Code 93307, 
including fetal echo, transesophageal echo, congenital echo and s a s s  echo. For many of these echocardiography base codes, the proportion of claims that 
includc Dopplcr color flow approximates or is less than 50%. More recent data submitted by the ASE in response to the Proposed Rule confirms that this practice 
pattcrn has not changed ovcr the past sevcral ycars. 
For these reasons, I urge you to refrain from finalizing the proposed bundling of color flow Doppler into other echocardiography pmedures, and to work closely 
with the American Society of Echocardiography to address this issue in a manner that takes into account the very real resourccs involvcd in the provision of this 
important service. 

Sincerely yours, 

Suc Maisey 
Managcr, Non-lnvasive Cardiology 
St. Luke s Episcopal Hospital 
6720 Bertncr MC 1 - 102 
Houston, Tcxas 77030 
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Submitter : Dr. William A. David Brannon, M.D. 

Organization : Calhoun Anesthesia, P.C. 

Category : Physician 

Date: 07/30/2007 

Issue Areas/Comments 

GENERAL 

GENERAL 

Leslie V. Norwalk, Esq. 
Acting Administrator 
Ccntcrs for Medicarc and Medicaid Services 
Attention: CMS-1385-P 
P.O. Box 801 8 
Baltimorc, MD 2 1244-8018 

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

Dcar Ms. Norwalk: 

I am writing to cxprcss my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fec Schcdulc. I am grateful that CMS has 
rccognizcd thc gross undcrvaluation of ancsthcsia services, and that thc Agency is taking stcps to address this complicated issue. 

Whcn thc RBRVS was institutcd, it created a huge paymcnt disparity for anesthesia care, mostly due to significant undcrvaluation of ancsthcsia work comparcd to 
othcr physician scrviccs. Today, more than a decade since the RBRVS took effect. Medicare payment for anesthesia scrviccs 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 rcctify this untenable sihlation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 pcrcent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthesia scrvices. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implcmcntation of thc 
RUC s recommendation. 

To cnsurc that our paticnts have access to expert ancsthcsiology mcdical care, it is impcrative that CMS follow through with the proposal in thc Fcdcral Rcgistcr 
by fully and imrnediatcly implementing the ancsthesia conversion factor increase as recommended by the RUC. 

Thank you for your considcration of this serious mattcr. 

David Brannon, M.D. 
Prcsidcnt Calhoun Anesthesia, P.C. 
Director of Anesthesia Services Gordon Hospital 
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Submitter : Dr. Frederick Burgess 

Organization : American Society of Anesthesiologists 

Category : Physician 

Issue AreasIComments 

Date: 07/30/2007 

GENERAL 

GENERAL 

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

Dcar Ms. Norwalk: 

I am writing to cxprcss my strongest support for the proposal to increasc anesthesia payments undcr the 2008 Physician Fee Schedule. I am gratcful that CMS has 
rccognizcd thc gross undervaluation of anesthcsia scrviccs, and that the Agcncy is taking steps to address this complicated issue. 

When the RBRVS was institutcd, it crcatcd a hugc payment disparity for anesthcsia care, mostly duc to significant undervaluation of anesthesia work compared to 
othcr physician scrviccs. Today, more than a decade sincc the RBRVS took cffect, Mcdicare payment for anesthcsia serviccs stands at just $16.19 pcr unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionatcly high Mcdicare populations. 

In an effort to rectify this untenablc situation. the RUC recommended that CMS increase the ancsthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of anesthesia services. I am pleased that the Agency acceptcd this recommendation in its proposcd rulc, and 1 support full implcmcntation of thc 
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 Fcderal Rcgister 
by fully and immediately implementing the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this scrious matter. 

Sinccrcly, 
Frcdcrick W. Burgcss, MD, PhD 
Providcncc, RI, USA 
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Submitter : Dr. Gerard Flacke 

Organization : Tucson Medical Center - Old Pueblo Anesthesia 

Category : Physician 

Date: 0713012007 

Issue AreasIComments 

GENERAL 

GENERAL 

Leslie V. Norwalk, Esq. 
Acting Administrator 
Centers for Medicare and Medicaid Services 
Attention: CMS-1385-P 
PO Box 8018 
Baltimore, MD 21244-801 8 

Rc: CMS- 1385-P 
Anesthcsia Coding 

July 29,2007 

Dcar Ms. Norwalk: 

1 appreciate greatly that CMS has recognized the past significant undervaluation of anesthesia services, more to the point that thc Agency is taking steps to now 
addrcss this cver-so-important issue. I want to convey my utmost support for the proposal to increase anesthesia payments under the 2008 Physician Fee 
Schcdule. 

With the institution of the RBRVS over a decade ago, a gaping undervaluation of anesthesia work and services compared to other physician services was created. 
Today Medicare payment for anesthesia stands at just $16.19 per unit one unit being roughly equivalent to 15 minutes of expert anesthesia service time provided 
during the middle of most surgical procedures (additional units being included at the start and finish of most procedures). In light of the astronomical 
contribution to patient safety and wellbeing which anesthesia providers ensure during these critical minutes and hours of surgery especially so in the case of our 
nation s Seniors this level of compensation is not only vexing, but simply befuddling. It is certainly creating an unsustainable system, one in which 
ancsthcsiologists are being forccd away from areas with disproportionately high Medicare populations. Much as I considcr myself privilcgcd to servc our 
community hcre in Tucson, Arizona, it certainly falls into this category. 

In an effort to rectify this untcnable and unsustainable situation, the RUC recommended that CMS increase the anesthesia conversion factor to effectively increase 
each anesthesia unit by approximately $4.00 per hour. This is a major step forward in correcting thc long-standing undervaluation of anesthesia services, and I 
am exceedingly pleased that the Agency accepted this recommendation in its proposed ~ l e .  I support full implementation of the RUC s recommendation. 

In order to vastly increase our patients , and in particular our senior citizens .access to expert anesthesiology medical care now and in the future, 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 thoughtful consideration of this serious matter. 

Gerard W. Flackc, M.D 
Tucson. Arizona 
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Submitter : Dr. Christine Doyle 

Organization : Dr. Christine Doyle 

Category : Physician 

Issue AreaslComments 

Date: 0713012007 

GENERAL 

GENERAL 

Lcslic V. Norwalk, Esq. 
Acting Administrator 
Ccntcrs for Medicarc and Mcdicaid Scrvices 
Attention: CMS-1385-P 
P.O. Box 801 8 
Baltimore. MD 21244-80 18 

Rc: CMS-1385-P 
Ancsthcsia Coding (Pan of 5-Ycar Rcvicw) 

Dcar Ms. Norwalk: 

I am writing to cxprcss my strongest support for thc proposal to increasc anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
finally rccognizcd the gross undervaluation of anesthesia serviccs, and that the Agency is taking steps to addrcss this complicated issuc. 

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work comparcd to 
othcr physician serviccs. Today, more than a decadc since the RBRVS took effcct, Medicare payment for anesthcsia services stands at just $16.1 9 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 recommcndcd that CMS incrcase 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 ancsthcsia serviccs. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implcmcntation of the 
RUC s recommendation. 

To cnsurc that our patients have access to cxpert anesthesiology medical care in an increasingly complex environment, it is imperative that CMS follow through 
with thc proposal in thc Fcderal Rcgister by fully and immediatcly implementing the anesthesia conversion factor increasc as recommendcd by thc RUC. 

Thank you for your consideration of this scrious mattcr. 
Christinc A. Doyle, M.D. 
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Submitter : Dr. Calvin Williams 

Organization : Dr. Calvin Williams 

Category : Physician 

Issue AreasIComments 

GENERAL 

GENERAL 

sec attachment 
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Leslie V. Nonvalk, Esq. 
Acting Administrator 
Centers for Medicare and Medicaid Services 
Attention: CMS-1385-P 
P.O. Box 801 8 
Baltimore, MD 2 1244-80 18 

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

Dear Ms. Nonvalk: 

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. 



Submitter : Date: 0713012007 

Organization : 

Category : Physician 

Issue AreaslComments 

GENERAL 

GENERAL 

I have been doing and interpreting echocardiograms in clinical practice for 1 I years. In addition I am in charge of our ccho lab. I strongly objcct to thc purposcd 
plan to couple color flow doppler to the echo base codes. My points are as follows: 1) many echocardiograms are done and do not need a doppler interegation, 
2)color flow doppler is a specialized skill that requires traings for both the sonographer and the physician, and 3)as echocardiograms are becoming subjcct to more 
regulation it takes a longer period of time to perform a scan. Point number 3 is yet another example of the increasing financial burden that clinieal cardiology 
practices face. If the American public continues to desire highly competent cardiac care the reinbursment rate has to be such in order to encoarge talented people to 
go in the field and retain those practitioners who are already in the field. Thank you for your consideration. 
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Submitter : Dr. Mark Corrigan 

Organization : Desert Anesthesiologists Inc. 

Category : Physician 

Issue AreaslComments 

Date: 0713012007 

GENERAL 

GENERAL 

We cleven private practice Anesthesiologists support a fee adjustment as outlincd in this bill for our patients on Medicare. This is long overdue and will hclp 
maintain acccss for our seniors to good quality ancsthesia care. 

CMS-I 385-P-4599-Attach- I .TXT 
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Leslie V. Norwalk, Esq. 
Acting Administrator 
Centers for Medicare and Medicaid Services 
Attention: CMS- 1385-P 
P.O. Box 8018 
Baltimore. MD 21244-8018 

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

Dear Ms. Norwalk: 

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

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

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

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

Thank you for your consideration of this serious matter. 



Date: 07/30/2007 Submitter : 

Organization : 

Category : Chiropractor 

Issue AreasIComments 

GENERAL 

GENERAL 

STECHNICAL CORRECTIONSa I am strongly suggesting an abolishment of the refusal of pay for x-rays to chiropractors 
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Submitter : Dr. Bruce Berger Date: 07/30/2007 
Organization : Abington Medical Specialists 

Category : Individual 

Issue Areas/Comments 

Coding--Reduction In TC For 
Imaging Services 

Coding--Reduction In TC For Imaging Services 

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

Dcar Mr. Kuhn: 

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

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

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

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

For these reasons, I urge you to refrain from fnalizing the proposed bundling of color flow Doppler into other echocardiography procedures, and to work closely 
with the Amcrican Society of Echocardiography to address this issuc in a manner that takcs into account the very real resources involved in thc provision of this 
important scwicc. If this and other measures are put in place, it will severely affect my ability to provide care to Medicare patients are force me to further limit the 
number of Medicare paticnts in my practice. 

Sincerely. 

BNCC C. Berger, MD, FACC, FACP 
Abington medical Specialists 
Abington, Pennsylvania 19001 
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CMS-1385-P. 

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

Whcn thc RBRVS was instituted, it crcatcd a hugc payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work comparcd to 
othcr physician scrviccs. Today, morc than a dccadc sincc the RBRVS took effcct, Medicarc paymcnt for ancsthcsia scrviccs stands at just $16.19 pcr unit. This 
amount docs not covcr thc cost of caring for our nation's seniors, and is creating an unsustainablc systcm in which ancsthcsiologists arc bcing forccd away from 
areas with disproportionately high Medicare populations. 

In an cffort to rcctify this untcnablc situation, thc RUC recommended that CMS increase the anesthcsia conversion factor to offsct a calculated 32 percent work 
undervaluation--a move that would result in an increase of nearly $4.00 pcr anesthcsia unit and servc as a major step forward in correcting thc long-standing 
undcrvaluation of anesthcsia services. I am pleased that the Agcncy accepted this recommendation in its proposcd rulc and 1 support full implcmcntation of the 
RUC's rcommcndation. 

To cnsurc that our patients have acccss to expert anesthesiology mcdical care, it is imperative that CMS follow through with the proposal in thc Fcderal 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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Dcar Ms. Nonvalk: 

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

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
other physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesiaservices 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 rcctify 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 
undcrvaluation of ancsthcsia 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 expert anesthesiology medical care, it is imperative that CMS follow through with thc proposal in the Federal Registcr 
by fully and immcdiatcly implementing the ancsthcsia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 

Sincerely. 

Eric Shapiro 
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Dcar Ms. Nonvalk: 

I am writing to express my strongest suppon for the proposal to increase ancsthesia payments undcr the 2008 Physician Fee Schcdulc. I am gratcful that CMS has 
recognized the gross undervaluation of ancsthesia services, and that the Agency is taking stcps to address this complicated issue. 

Whcn thc RBRVS was instituted, it created a huge payment disparity for anesthcsia care, mostly duc to significant undervaluation of anesthesia work comparcd to 
othcr physician services. Today, more than a decade since the RBRVS took effect, Mcdicare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas w~th  disproponionatcly high Medicarc populations. 

In an cffort to rcctify this untcnable situation, the RUC recommendcd that CMS increase thc anesthesia convcrsion factor to offsct a calculated 32 pcrcent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthcsia scrviccs. I am plcased that the Agcncy accepted this rccommendation in its proposed mlc, and I support full implcmcntation of thc 
RUC s recommendation. 

To cnsure that our patients havc acccss to expcn anesthesiology medical care, it is impcrative that CMS follow through with the proposal in the Federal Rcgister 
by fully and immediatcly implementing the ancsthesia conversion factor incrcase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 

Nels Dahlgren, MD 
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Dcar Ms. Norwalk: 
I am writing to express my support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has finally 

rccognizcd the gross undercvaluation of anesthesia services, and finally taking measures to counter-act this. 
As you arc awarc by now. when the RBRVS was instituted, it creatcd a hugc negative disparity for anesthesia serviccs due mainly to underevaluation of 

ancsthcsia work compared to other physician services. Today, thc current unit valuc of $16.19 does not even cover the true operating costs involved in caring for 
our natlons scniors, who arc continually growing both oldcr and more complcx in their medical problems. Many anesthesiologists are moving away from 
practiccs that havc a significant Mcdicare proportion, lcaving many of thc rcst of us to fend as best wc can. \ 

In ordcr to rcctify this untenable situation, the RUC has rccommendcd that CMS increase thc ancsthesia conversion factor to offset thc 32 pcrcent work 
undcrcvaluation-a move that would result in an increase of ncarly $4.00 per unit and serve as a major step forward in correcting a long-standing undcrcvaluation 
of ancsthcsia scrviccs. I am plcascd that the Agency accepted this recommendation in its proposed rule, and I strongly support full implentation of the RUC's 
rccommcndation. 
To cnsurc that our paticnts continue to have access to our cxpcrt anesthiology medical care, it is imperative that CMS follow through with the proposal in the 

Federal Register by fully and immediately implementating the ancsthcsia convcrsion factor increase as recommended by thc RUC. 
Thank you for your consideration of this most urgent mattcr. 

Jeffrcy K. Ketcham,M.D 
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Dear Ms. Norwalk: 

I am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fec Schedule. I am grateful that CMS has 
recognized the gross undervaluation of anesthesia serviccs, 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 serviccs. Today, more than a dccadc since the RBRVS took effec4 Mcdicare paymcnt for ancsthcsia 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 rcctify this untcnablc situation, the RUC rccommcndcd that CMS incrcase thc anesthesia conversion factor to offset a calculated 32 pcrcent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthcsia scrviccs. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of thc 
RUC s recommendation. 

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

Thank you for your consideration of this serious mattcr. 
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Dcar Ms. Nonvalk: 

I am writing to exprcss my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am gratcful that CMS has 
rccognizcd thc gross undcrvaluation of ancsthesia services, and that the Agency is taking stcps to address this complicated issue. 

Whcn 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 at just $16.19 pcr 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 disproponionatcly high Mcdicarc populations. 

In an cffort to rcctify this untcnablc situation, the RUC recommcnded that CMS increasc the anesthcsia conversion factor to offsct a calculated 32 pcrcent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthcsia scrviccs. I am pleascd that thc Agcncy acceptcd this recommendation in its proposed rule, and 1 support full implementation of thc 
RUC s recommendation. 

To ensurc that our patients have acccss to expert anesthesiology medical carc, it is imperative that CMS follow through with thc proposal in the Fedcral Rcgistcr 
by fully and immcdiatcly implementing thc anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 

Christopher L. Southwick, M.D. 
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Leslie V. Nonvalk, Esq. 
Acting Administrator 
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Baltimorc, MD 2 1244-801 8 
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Dcar Ms. Norwalk: 

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

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
other physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
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 folward in correcting the long-standing 
undervaluation of anesthesia services. 1 am pleased that the Agency acccpted this recommendation in its proposcd rule, and I support full implementation of the 
RUC s recommendation. 

To ensure that our patients have access to expert anesthesiology mcdical carc, 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 reeommended by the RUC. 

Thank you for your consideration of this serious matter. 

Sineercly, 

Elizabeth M. Haddad 
Partner, Dominion Anesthesia 
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Dcar Ms. Norwalk: 

I am writing to exprcss my smongcst support for the proposal to increasc anesthesia payments under the 2008 Physician Fce Schedule. I am grateful that CMS has 
recognized thc gross undervaluation of anesthesia services, and that thc Agency is taking steps to address this complicated issuc. 

When the RBRVS was institutcd, it created a huge payment disparity for anesthesia care, mostly due to significant undcrvaluation of ancsthesia work compared to 
othcr physician services. Today, more than a decade since the RBRVS took cffect, Mcdicare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away fmm 
arcas with disproportionately high Medicare populations. I have personally witnessed a number of anesthesiologist who havc had to restrict thcir practice in thc 
ficld of cardiac anesthesia due to the high liability and low reimbursement in this field heavily utilized by our country's senior citizens. 

In an cffort to rcctify this untcnablc situation, thc RUC rccommcndcd that CMS incrcasc the anesthesia conversion factor to offset a~calculatcd 32 perccnt 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 scrvices. I am pleased that the Agency acccpted this recommendation in its proposed rule, and I support full implcmcntation of thc 
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 scrious matter. 
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Lcslic V. Norwalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicare and Mcdicaid Scrviccs 
Attention: CMS-1385-P 
P.O. Box 80 18 
Baltimorc, MD 212.14-8018 

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

Dcar Ms. Norwalk: 

I am writing to cxprcss my strongest support for the proposal to incrcase anesthesia payments under the 2008 Physician Fee Schcdule. I am grateful that CMS has 
rccognized thc gross undcrvaluation of ancsthcsia services, and that the Agency is taking steps to addrcss this complicated issue. 

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

In an cffort to rcctify this untenable situation, the RUC rccommcnded that CMS incrcasc thc anesthesia convcrsion factor to offset a calculated 32 pcrccnt 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. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implcrnentation of thc 
RUC s recommendation. 

To ensure that our patients have access to expert anesthesiology medical carc, it is imperative that CMS follow through with thc proposal in thc Fcdcral Rcgister 
by fully and imrnediatcly implerncnting the anesthesia conversion factor increase as rccommended by the RUC. 

Thank you for your consideration of this scrious matter. 

David Kincaid 
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RE: CMS-1385-P Thank you for your consideration to increase anesthesia payments under this proposal. By taking this step CMS will help to address the 
undervaluation of anesthesia services and will be taking a major step in assuring ongoing access to anesthesia for the Medicare population. I write to express my 
support of this recommendation. Thank you again. 
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Leslie V. Norwalk, Esq. 
Acting Administrator 
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P.O. Box 8018 
Baltimorc, MD 21244-8018 

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

Dcar Ms. Norwalk: 

I am writing to cxprcss my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
rccognizcd 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 paymcnt disparity for ancsthesia carc, mostly due to significant undervaluation of anesthcsia work compared to 
othcr physician scrviccs. Today, more than a decade since the RBRVS took effecf Medicare paymcnt for ancsthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors. and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionately high 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 pcrccnt work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of ancsthcsia services. 1 am pleased that the Agency accepted this recommendation in its proposcd rule, and I support full implementation of the 
RUC s recommendation. 

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

Thank you for your considcration of this serious matter. 

Sinccrcly, 

William Christophcr Kwasny 
N 1 123 Craftsmen Court 
Grccnvillc. WI 54942 
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To CMS: 

I am writing rcgarding thc proposcd changc to bundle CPT 93325 into CPT codes 76825,76826,76827,76828,93303,93304,93307,93308,933 12,93314, 
933 15.933 17,93320,9332 1,93350 whcn provided togcthcr. 

As a pediatric cardiologist, this is of particular concern to me because: 

I. I do not believe the appropriatc process has been followed with respect to this changc. After significant interaction and research betwecn the RUC and thc 
appropriate specialty societies (in this casc The American College of Cardiology and the American Society of Echocardiography), thc CPT editorial pancl has 
recommcnded that a ncw codc be established that would bundle the 93325 with the 93307 to be implemcntcd on January 1,2009. Thc RUC is schcdulcd to 
evaluate the recommcnded relevant work and practice expense for the new code at its upcoming meeting. The CPT cditorial pancl did not recommcnd that the list 
of above echo codes be bundled as wcll with thc 93325. 

This new code is fully expected to address any outstanding issues rclative to Medicare utilization of 93307, and has been analyzed at length by appropriatc national 
mcdical societies, the CPT editorial panel, and thc RUC. However, as a result of this proposed regulatory action by CMS, we are faced with resolving, in an 
accelerated timeframe of less than two months, an issue that directly impacts a distinctly non-Medicare population namely, pediatric cardiology practices and 
which is normally addressed ovcr a multi-year period. Further, because the actions of CMS are contrary to the normal process for such changes and the resultant 
comprcsscd timcframc, the spccialty societies havc not been ablc to effectively work with their membership to evaluate the proposed change in a reasoned, 
methodical manner (somcthing that is in the interests of all parties). 

2. The surveys performed to set thc work R W s  for almost all of the echo codes utilized specifically by pediatric cardiologists and affected by this proposcd 
changc were pcrformed more than I0 years ago. As a result, particularly with rcspect to the 93325, the R W s  are reflective of a focus on the cost of the technology 
and not the advanccs in care that havc been developed as a result of the technology. Particularly among pediatric cardiologists, much needed new surveys would 
providc evidencc that the work and risk components of the procedures that involve Doppler Color Flow Mapping havc evolved to the point where the relative 
value of thc procedures have shifted to a significantly greater work component and a lesser technology component. 

This shift is reflected in the devcloprnent of national standards such as those present in the Intersocietal Commission for the Accreditation of Echocardiography 
Laboratories (ICAEL) initiative to develop and implement an echo lab accreditation process. The focus of this initiative is on process, meaning work performed, 
and not on the technology associated with the provision of echocardiography services. This echocardiography accreditation initiative will be mandated by many 
payors within thc next year. 

In 1997 there wcrc specific cchocardiography codes implemented in CPT for congenital cardiac anomalies to complement the existing CPT codes for 
echocardiography for non congenital heart disease. The codes were developed by the CFC Editorial Panel in response to the American Academy of Pediatrics and 
the American College of Cardiology s request to delineate more distinctively the different services involved in assessing and performing echocardiography on 
infants and young children with congenital cardiac anomalies. (CIT Assistant 1997). 

Consistent with this, I have significant concern with the continued approach (of which this bundling proposal is an example) of placing adult and pediatric patients 
in the same grouping when it comcs to evaluation of the work associated with providing care to these significantly different patient populations. Because the adult 
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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 2 1244-8018 

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. 



Submitter : Dr. Mrunal Bhatt 

Organization : Upland Anesthesia Medical Group 

Category : Physician 

Issue AreasIComments 

GENERAL 

GENERAL 

sce Attachment. 
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DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE AND MEDICAID SERIVICES 
OFFICE OF STRATEGIC OPERATIONS & REGULATORY AFFAIRS 

Plea:l--) note: We did riot receive the attachment that was cited in 
this comment. We are not able to receive attachments that have been 
prepared in excel or zip files. Also, the commenter must click the 
yellow "Attach Filetf button to forward the attachment. 

Please direct your questions or comments to 1 800 743-3951. 



Submitter : Dr. Chaur Lee 

Organization : amgr california 

Category : Physician 

Issue AreasIComments 

GENERAL 

GENERAL 

support anesthesiologist fee adjustment for medieare reimbursement 

Page 736 of 908 

Date: 0713012007 

August 01 2007 11:33 AM 



Submitter : Dr. Emmanuel Addo 

Organization : american Society of Anesthesiologists 

Category : Physician 

Issue Areas/Comments 

GENERAL 

Date: 07/30/2007 

GENERAL 

I am cxtrcmely plcascd that CMS is considering an increase in the anesthesia conversion factor for 2008 by $3.30 per unit. 

Rcpcatcd ycarly rcductions in reimburscment have now rcachcd a Icvel, which in many cases, is below that of Medicaid. Coupled with an cvcr increasing Mcdicarc 
population. a situation has bccn crcatcd that makcs it morc and morc difficult to rctain and rccruit ancsthcsiologist. The cnachnent ofCMS-1385-P would do a 
grcat dcal in alleviating thc situation. 

Plcasc considcr this messagc an indication of my wholehearted support for your consideration of CMS-1385-P. 
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Submitter : Dr. Edward Herold 

Organization : ASA 

Category : Physician 

Issue Areas/Comments 

Date: 07/30/2007 

GENERAL 

GENERAL 

Dear Ms. Norwalk: 

I am writing to express my strongest support for thc proposal to increase ancsthesia payments undcr thc 2008 Physician FCC Schedule. I am grateful that CMS has 
rccognizcd thc gross undcrvaluation of ancsthesia serviccs, and that thc Agcncy is taking steps to addrcss this complicatcd issuc. 

Whcn the RBRVS was instituted, it crcatcd a huge paymcnt disparity for anesthesia care, mostly due to significant undervaluation of ancsthcsia work compared to 
othcr physician services. Today, more than a decadc since the RBRVS took effect, Medicare payment for anesthesia serviccs stands at just $16.19 pcr 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 pcrcent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of anesthesia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the 
RUC s recommendation. 

To cnsurc that our patients have acccss to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Fcderal Rcgistcr 
by fully and immcdiatcly implcmenting the ancsthcsia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 

Edward E Hcrold, MD 
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Submitter : Dr. George Lederhaas Date: 07130/2007 

Organization : Iowa Society of Anesthesiologists 

Category : Physician 

Issue AreaslComments 

Resource-Based PE RVUs 

Resource-Based PE RVUs 

As lmmcdiate Past President of the Iowa Socicty of Anesthesiologists, 1 urge you to address the increasing disparity anesthesia services are receiving for Medicare 
fundcd hcalthcare. Thc current proposal to raise by $3.30 the anesthesia reirnburscment unit is a step in the right direction. Thc University of Iowa which is the 
only training institution for ancsthesia providcrs in our state has increasing difficulty in recruiting and retaining top notch faculty. Also anesthesiologists in rural 
areas of thc statc with a largc cldcrly population arc having profound difficulties in recruiting physicians. This situation has been developing for over I0 ycars and 
we arc now at a critical crossroads for my spccialty. Plcasc act to improvc our reimbursement situation. 
Rcspcctfully, 
Gcorgc Lcdcrhaas, M.D. 
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Submitter : Dr. Patrick Dooley 

Organization : Fort Sanders Anesthesia 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

See attachment 

CMS- 1385-P-4621-Attach-I .DOC 

CMS-I 385-P-4621 -Attach-2.DOC 
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Leslie V. Norwalk, Esq. 
Acting Administrator 
Centers for Medicare and Medicaid Services 
Attention: CMS-1385-P 
P.O. Box 8018 
Baltimore, MD 2 1244-80 18 

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

Dear Ms. Norwalk: 

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

When the RBRVS was created, it created a payment disparity for anesthesia services, 
mostly due to significant undervaluation of anesthesia work compared to other physician 
services. Today after more than ten years since the RBRVS took effect; Medicare 
payment for anesthesia services stands at just over $16 per unit. This does not cover the 
cost of caring for our aging population, and is creating a system in which 
anesthesiologists are being forced away from areas with high Medicare populations. 

In an effort to rectify this 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 hoped 
that CMS follow through with the proposal by fully implementing the anesthesia 
conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 

Sincerely, 

Patrick Dooley, MD 



Submitter : Ronald Neben 

Organization : Ronald Neben 

Category : Individual 

Issue AreasIComments 

Date: 07/30/2007 

GENERAL 

GENERAL 

Lcslic V. Nonvalk, Esq. 
Acting Administrator 
Ccntcrs for Medicarc and Mcdicaid Scrviccs 
Attcntion: CMS- 1385-P 
P.O. Box 801 8 
Baltimore, MD 21 244-801 8 

Rc: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Year Review) 

Dcar Ms. Nonvalk: 

I am writing to cxprcss my strongest support for thc proposal to increase anesthesia paymcnts undcr the 2008 Physician Fee Schcdule. I am grateful that CMS has 
rccognizcd thc gross undcrvaluation of anesthesia services, and that the Agency is taking stcps to address this complicated issue. 

When thc RBRVS was institutcd. it crcatcd a hugc payment disparity for ancsthesia carc, mostly due to significant undervaluation of ancsthcsia work compared to 
othcr physician scrviccs. Today. morc than a dccadc sincc thc RBRVS took cffect, Medican: paymcnt for anesthesia scrviccs stands at just $16.19 pcr unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionatcly high Mcdicare populations. 

In an effort to rectify this untenable situation, the RUC recommendcd that CMS increase the anesthesia conversion factor to offsct a calculated 32 pcrcent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in comcting the long-standing 
undervaluation of ancsthcsia services. I am pleased that the Agcncy acceptcd this recommendation in its proposed rulc, and I support full implcmcntation of the 
RUC s recommendation. 

To cnsure that our paticnts havc access to expert ancsthesiology medical care, it is imperative that CMS follow through with thc proposal in thc Fcderal Rcgister 
by fully and immediately implementing the anesthesia conversion factor increase as recommcnded by the RUC. 

Thank you for your considcration of this serious matter. 

Ronald E. Ncbcn 
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Submitter : Dr. Brian Mills 

Organization : American Society of Anesthesiologist 

Category : Physician 

Issue AreasIComments 

Date: 07/3012007 

GENERAL 

GENERAL 

Lcslic V. Norwalk. Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Mcdicaid Serviccs 
Attcntion: CMS- 1385-P 
P.O. Box 8018 
Baltimorc, MD 21 244-80 18 

Rc: CMS-1385-P 

Anesthcsia Coding (Part of 5-Ycar Revicw) 

Dear Ms. Norwalk: 

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

Whcn thc RBRVS was institutcd, it creatcd a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthcsia work compared to 
othcr physician scrviccs. 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 Mcdicarc populations. 

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 perccnt 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. I am pleased that the Agcncy accepted this recommendation in its proposed rule, and I support full implcmcntation 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 Registcr 
by fully and immediately implementing the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter 

Sinccrcly 

Brian G. Mills MD 
4105 W. 123rd. St. 
Leawood, KS. 66209 

Page 742 of 908 August 01 2007 1 1 :33 AM 



Submitter : Dr. Lynda Groh 

Organization : Anesthesia Associates fof Cincinnati 

Category : Physician 

Date: 07/30/2007 

Issue AreasIComments 

GENERAL 

GENERAL 

I am writing to cxprcss my strongest support for the proposal to increasc ancsthesia payments under thc 2008 Physician FCC Schedule. I am gratcful that CMS has 
finally rccognizcd thc gross undervaluation of ancsthcsia scrviccs, and that thc Agcncy is taking steps to addrcss this complicated issuc. 

Whcn thc RBRVS was instituted, it crcatcd a huge payment disparity for anesthcsia care, mostly due to significant undervaluation of ancsthcsia work comparcd to 
othcr physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for ancsthcsia scrvices stands at just $16.1 9 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionatcly high Mcdicarc populations. 

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

To cnsurc that our paticnts havc acccss to expcrt ancsthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Rcgister 
by fully and immcdiatcly implcmcnting the ancsthesia conversion factor increase as rccommendcd by the RUC. 

Thank you for your considcration of this scrious matter. 
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Submitter : Dr. Jason Karro 

Organization : Tacoma Anesthesia Associates 

Category : Physician 

Issue AreasIComments 

Date: 0713012007 

GENERAL 

GENERAL 

Lcslic V. Norwalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Mcdicaid Scrviccs 
Attcntion: CMS-1385-P 
P.O. Box 801 8 
Baltimore, MD 21 244-801 8 

Anesthesia Coding (Part of 5-Ycar Rcvicw) 

Dear Ms. Norwalk: 

I am writing to express my strongcst support for the proposal to incrcase anesthesia payments under thc 2008 Physician Fee Schcdulc. I am grateful that CMS has 
rccognizcd the gross undcrvaluation of ancsthesia services, and that the Agency is taking steps to addrcss this complicated issue. 

Whcn thc RBRVS was institutcd. it created a huge payment disparity for anesthesia carc, mostly duc to significant undervaluation of anesthcsia work cornparcd to 
other physician scrviccs. Today, morc than a dccadc since thc RBRVS took effect, Medicarc payment for anesthcsia services stands at just $16.1 9 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 recommcndcd that CMS increase the anesthcsia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
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 cnsurc that our patients have acccss to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Rcgister 
by fully and immediately implementing the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 

Sinccrcly. 

Jason F. Karro, MD 
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Submitter : Dr. Carol Perusek 

Organization : Dr. Carol Perusek 

Category : Physician 

Issue AreaslComments 

Date: 0713012007 

GENERAL 

GENERAL 

Lcslic V. Norwalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Mcdicaid Scrviccs 
Attcntion: CMS- 1385-P 
P.O. Box 8018 
Baltimore, MD 21244-801 8 

Rc: CMS- 1385-P 

Ancsthcsia Coding (Part of 5-Ycar Revicw) 

Dcar Ms. Norwalk: 

I am writing to cxprcss my strongest support for the proposal to increase anesthcsia paymcnts under the 2008 Physician Fee Schedule. I am grateful that CMS has 
rccognizcd thc gross undcrvaluation of ancsthesia scrviccs, and that the Agcncy is taking stcps to addrcss this complicated issue. 

Whcn thc RBRVS was instituted. it crcated a hugc paymcnt disparity for anesthcsia care, mostly due to significant undervaluation of anesthesia work comparcd to 
othcr physician scrviccs. Today, morc than a dccadc sincc thc RBRVS took cffcct, Medicarc paymcnt for anesthcsia scrviccs stands at just $16.19 per unit. This 
amount docs not covcr thc cost of caring for our nation's scniors, and is crcating an unsustainable systcm in which anesthcsiologists are bcing forccd away from 
arcas with disproportionately high Medicarc populations. 

In an cffort to rcctify this untenable situation, the RUC rccommcnded that CMS increase the anesthcsia conversion factor to offset a calculated 32 percent work 
undcrvaluation-a move that would result in an increase of ncarly $4.00 pcr ancsthesia unit and scrve as a major stcp forward in correcting thc long-standing 
undervaluation of anesthesia services. I am pleased that thc Agency acccptcd this rccommendation in its proposcd rulc, and I support full implcmcntation of thc 
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 Fedcral Register 
by fully and immediately implementing the ancsthcsia convcrsion factor increasc as recommended by the RUC. 

Thank you for your consideration of this serious mattcr. 

Carol Pcrusck M.D. 
13601 Prcston Rd. Suitc 900W 
Dallas, TX 75240 
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Submitter : Dr. Gary Fan 

Organization : White memorial medical center 

Category : Physician 

Issue AreaslComments 

GENERAL 

Date: 07/30/2007 

GENERAL 

Dear SirIMs: 

I am extremely pleased that CMS is considering an increase in the anesthesia convcrsion factor for 2008 by $3.30 pcr unit 

Repeated yearly reductions in reimbursement have now reached a levcl, which in many cases, is bclow that of Medicaid. Coupled with an ever increasing Medicare 
population, a situation has been created that makes it more and more difficult to retain and recruit anesthesiologist. The enactment of CMS-I 385-P would do a 
great deal in alleviating the situation. 

Pleasc consider this message an indication of my wholehearted support for your consideration of CMS-1385-P. 

Sincerely. 

Gary Fan,  MD, Ph.D 
White Memorial medical centcr 
Los Angclcs, CA 90033 
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Submitter : Dr. Mark Chen Date: 0713012007 

Organization : NIA 

Category : Physician 

Issue AreaslComments 

Resource-Based PE RVUs 

Resource-Based PE RVUs 

Lcslic V. Norwalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Mcdicaid Scrviccs 
Attcntion: CMS-1385-P 
P.O. Box 801 8 
Baltimore, M D  2 1244-8018 

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

Dcar Ms. Norwalk: 

I am writing to express my strongcst support for the proposal to increase anesthesia payments under thc 2008 Physician Fee Schedule. 1 am grateful that CMS has 
rccognizcd thc gross undcrvaluation of ancsthesia services, and that the Agcncy is taking steps to address this complicated issue. 

Whcn thc RBRVS was instituted, it crcatcd a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician scrviccs. Today, more than a decadc since thc RBRVS took effect, Medicare payment for anesthesia scrviccs 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 Mcdicarc populations. 

In an cffort to rcctify this untenable situation, the RUC rccommcnded that CMS incrcase 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. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implemcntation of thc 
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 immediatcly implementing the anesthesia conversion factor incrcase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 
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Submitter : Dr. David McDonagh Date: 07/30/2007 

Organization : Duke University Medical Center- Anesthesiology 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

Lcslic V. Norwalk, Esq. 
Acting Administrator Ccntcrs for Mcdicarc and Mcdicaid Scrviccs Attcntion: CMS- 1385-P 
P.O. Box 801 8 Baltimorc. MD 2 1244-801 8 

Rc: CMS-I 385-P Ancsthcsia Coding (Part of 5-Ycar Rcvicw) 

Dcar Ms. Norwalk: I am writing to express my strongest support for the proposal to incrcasc anesthcsia paymcnts undcr thc 2008 Physician FCC Schedulc. I am 
grateful that CMS has recognized the gross undervaluation of anesthesia scrviccs, and that the Agency is taking stcps to addrcss this complicatcd issue. Whcn the 
RBRVS was instituted, it creatcd a hugc payment disparity for ancsthesia care, mostly due to significant undervaluation of anesthcsia work compared to othcr 
physician scrvices. Today, morc than a decade sincc the RBRVS took effect, Mcdicare payment for anesthesia services stands at just $16.19 pcr unit. This amount 
does not cover thc cost of caring for our nation's senior citizens, and is crcating an unsustainable system in which anesthesiologists are bcing forced away from 
areas with disproportionatcly high Medicare populations. In an cffort to rectify this untenable situation, the RUC recommended that CMS increasc 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 rccommendation in its 
proposcd ~ l c .  and 1 support full implementation of the RUC's recommendation. To ensure that o w  patients havc access to expert anesthesiology medical carc, it 
is imperative that CMS follow through with the proposal in thc Fcdcral Register by fully and immediately implcmenting the anesthesia conversion factor increase 
as rccommcndcd by thc RUC. 
Thank you! 
Sinccrcly, 
David L. McDonagh, MD 
Assistant Professor of Anesthcsiology 
Duke University Medical Center 
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Submitter : Dr. Ali Kizilbash 

Organization : Dr. Ali Kizilbash 

Category : Physician 

Issue AreaslComments 

Date: 07130/2007 

Coding-- Additional Codes From 
5-Year Review 

Coding-- Additional Codes From 5-Year Review 

I do not usc color Doppler for all my cchocardiograms. Performing color Doppler during echo studies takes extra technician and physician time and should be 
reimbursed separate from other echo codes 
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Submitter : Dr. Keith Carter 

Organization : Dr. Keith Carter 

Category : Physician 

Issue AreaslComments 

GENERAL 

GENERAL 

Scc attachrncnt 

CMS- 1385-P-463 1 -Attach- I .DOC 
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Leslie V. Norwalk, Esq. 
Acting Administrator 
Centers for Medicare and Medicaid Services 
Attention: CMS- 1385-P 
P.O. Box 8018 
Baltimore, MD 2 1244-801 8 

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 RUC7s 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 hlly 
and immediately implementing the anesthesia conversion factor increase as 
recommended by the RUC. 

Thank you for your consideration of this serious matter. 



Submitter : Dr. John Peterson 

Organization : University of Kansas - Anesthesiology Residency 

Category : Physician 

Issue AreasIComments 

Date: 07/30/2007 

GENERAL 

GENERAL 

Lcslie V. Norwalk, Esq. 
Acting Administrator 
Ccnters for Mcdicare and Mcdicaid Serviccs 
Attention: CMS-1385-P 
P.O. Box 8018 
Baltimore. MD 21 244-8018 

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

Dcar Ms. Norwalk: 

I am writing to cxprcss my shongcst support for thc proposal to incrcasc ancsthcsia payments under thc 2008 Physician Fec Schedule. I am gratcful that CMS has 
rccognizcd thc gross undervaluation of ancsthcsia serviccs, and that the Agcncy is taking steps to addrcss this complicatcd issuc. 

Whcn thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician scrviccs. Today, marc than a decade since thc RBRVS took effect, Medicare payment for ancsthcsia services stands at just $1 6.1 9 per unit. This 
amount does not cover the cost of caring for our nation s senion, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionatcly high Mcdicarc populations. 

In an effort to rcctify this untenable situation, the RUC recommendcd that CMS increase the anesthesia conversion factor to offsct a calculated 32 perccnt 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. I am plcascd that the Agency accepted this recommendation in its proposed rule, and I support full implcmcntation of thc 
RUC s recommendation. 

To cnsurc that our paticnts havc acccss to cxpcrt ancsthcsiology mcdical care, it is imperative that CMS follow through with the proposal in the Fcdcral Rcgistcr 
by fully and immcdiatcly implcmcnting the ancsthcsia conversion factor incrcasc as recomrnendcd by thc RUC. 

Thank you for your consideration of this scrious matter. 

Sinccrcly, 

John Pcterson, D.O. 
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Submitter : Dr. albert lee 

Organization : Dr. albert lee 

Category : Physician 

Issue AreasIComments 

Date: 07/30/2007 

GENERAL 

GENERAL 

I am cxtrcmcly plcascd that CMS is considering an incrcasc in thc ancsthcsia convcrsion factor for 2008 by $3.30 per unit. 

Rcpcatcd ycarly rcductions in reimbursement have now rcached a level, which in many cases, is below that ofMedicaid. Coupled with an evcr increasing Medicare 
population, a situation has becn creatcd that makes it more and more dificult to retain and recruit anesthesiologist. The enactment of CMS-1385-P would do a 
grcat deal in alleviating thc situation. 

Plcasc consider this message an indication of my wholchearted support for your consideration of CMS-1385-P. 
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Submitter : Dr. Timothy O'Dea 

Organization : Wenatchee Anesthesia Associates 

Category : Physician 

Issue Areas/Comments 

Date: 07/31/2007 

GENERAL 

GENERAL 

Lcslic V. Nowalk, Esq. 
Acting Administrator 
Ccnters for Mcdicare and Mcdicaid Serviccs 
Attcntion: CMS-1385-P 
P.O. Box 801 8 
Baltimore, MD 21244-801 8 

Re: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Year Revicw) 

Dcar Ms. Norwalk: 

I am writing to cxprcss my strongest support for thc proposal to increase anesthcsia payments under the 2008 Physician Fee Schedulc. I am grateful that CMS has 
rccognizcd thc gross undcrvaluation of anesthcsia scrvices, and that the Agency is taking steps to addrcss this complicated issuc. I practicc hcrc in Washington 
with thc largcst perccntagc of Mcdicare and Medicaid populations in the state. Recruiting here has becomc very difficult duc to this aspect. 

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

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

To cnsurc that our paticnts havc access to cxpcrt ancsthcsiology mcdical carc, it is impcrative that CMS follow through with thc proposal in thc Fcdcral Rcgistcr 
by fully and immcdiatcly implementing thc ancsthcsia convcrsion factor incrcasc as rccommcndcd by thc RUC. 

Thank you for your consideration of this scrious mattcr. 

Timothy O'Dca, M.D. 
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Coding-- Additional Codes From 
5-Year Review 

Coding-- Additional Codes From 5-Year Review 

Lcslic V. Nonvalk, Esq. 
Acting Administrator 
Ccntcrs for Medicare and Mcdicaid Services 
Attcntion: CMS-1385-P 
P.O. Box 80 18 
Baltimore. MD 2 1244-8018 

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

Dcar Ms. Norwalk: 

1 am writing to exprcss my strongcst support for thc proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am gratcful that CMS has 
rccognizcd the gross undcrvaluation of anesthesia services, and that the Agency is taking steps to addrcss this complicated issuc. 

When thc RBRVS was instituted, it created a hugc 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 anesthcsia serviccs stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
areas with disproponionatcly high Medicare populations. 

In an effort to rcctify this untenable situation, the RUC recommended that CMS increase thc anesthesia conversion factor to offsct a calculated 32 pcrcent work 
undervaluation a move that would result in an increase of neady $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthesia serviccs. I am pleased that the Agency acceptcd this recommendation in its proposcd rulc, and I support full implcmcntation of thc 
RUC s recommendation. 

To cnsurc that our paticnts have acccss to cxpcrt anesthesiology medical care, it is imperative that CMS follow through with thc proposal in thc Fedcral Rcgistcr 
by fully and immcdiatcly implcmcnting thc ancsthesia conversion factor increasc as recommended by the RUC. 

Thank you for your considcration of this scrious mattcr. 

Sinccrcly. 

Toni Carlton MD 
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Submitter : Patrick Kwan 

Organization : AAMGI 
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GENERAL 

GENERAL 

Re: CMS-1385-P 

Anesthesia Coding (Part of 5-Year Review) 

Date: 07/31/2007 

Dear Ms. Norwalk: 

I am writing to cxprcss my strongcst support for thc proposal to increasc ancsthcsia payments under thc 2008 Physician Fec Schcdulc. I am grateful that CMS has 
rccognizcd thc gross undcrvaluation of ancsthcsia scrviccs, and that the Agency is taking stcps to addrcss this complicated issue. 

Whcn thc RBRVS was instituted, it created a huge paymcnt disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician services. Today, more than a decade sincc the RBRVS took effect, Medicare payment for anesthcsia 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 rcctify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 pcrcent work 
undervaluation a move that would result in an increase of neady $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 implcmcntation of the 
RUC s recommendation. 

To ensure that our paticnts havc access to cxpert anesthesiology mcdical care, it is imperative that CMS follow through with the proposal in the Fcderal Rcgister 
by fully and immcdiately implementing thc anesthesia conversion factor inerease as recommended by the RUC. 

Thank you for your consideration of this serious matter. 

Patrick Kwan 
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Submitter : Mr. Marvin Mason 

Organization : Mr. Marvin Mason 

Category : Individual 

Issue Areas/Comments 

GENERAL 

GENERAL 

CMS- 1385-P Support thc proposal to increasc ancsthcsra payments under the 2008 Physician Fee Schedule. 

Date: 07/31/2007 
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Submitter : Mrs. Deborah S. Mason 

Organization : individual 

Category : Individual 

Issue Areas/Comments 

GENERAL 

GENERAL 

CMS-1385-P Support the proposal to increasc ancsthcsia paymcnts under the Physician Fee Schcdule. 
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Submitter : Timothy Obarski 

Organization : Heart specialists of ohio 
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Coding--Reduction In TC For 
Imaging Services 

Coding--Reduction In TC For Imaging Services 

I would like to voice my opposition for the proposed bundling of the color Doppler component for echocardiography. Color Dopplcr is an exceedingly important 
aspect of echo, requiring a skilled sonographer and physician interpreter to make the correct diagnosis. The approach to how thc ceho is performed, and the 
significance ofwhat is seen takes skill and more time to both perform and interpret Please reconsider your stancc on bundling color Doppler. Thank you 
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Submitter : 

Organization : 

Category : Physician 

Issue Areas/Comments 

Date: 07/31/2007 

GENERAL 

GENERAL 

Lcslic V. Norwalk, Esq. 
Acting Administrator 
Ccnters for Medicarc and Mcdicaid Sewiccs 
Attcntion: CMS-I 385-P 
P.O. Box 801 8 
Baltimore, MD 2 1244-801 8 

Rc: CMS-1385-P 
Ancsthesia Coding (Pan of 5-Ycar Rcview) 

Dcar Ms. Norwalk: 

I am writing to exprcss my strongest support for the proposal to increasc ancsthcsia payments under thc 2008 Physician FCC Schcdulc. I am gratcful that CMS has 
rccognized thc gross undcrvaluation of anesthesia scrvices, and that the Agency is taking stcps to address this complicated issuc. 

When the RBRVS was instihltcd, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician scrvices. Today, more than a decadc sincc the RBRVS took effect, Medicare paymcnt for ancsthcsia 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 effort to rectify this untenable situation, the RUC rccomrnended that CMS increase the anesthesia conversion factor to offset a calculated 32 perecnt work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step fonvard in correcting the long-standing 
undcrvaluation of ancsthcsia scrvices. I am pleased that the Agency acccpted this rccommendation in its proposed rule, and I support full implementation of the 
RUC s recommendation. 

To cnsurc that our paticnts have access to cxpcrt ancsthcsiology mcdical care, it is imperative that CMS follow through with thc proposal in the Fcderal Register 
by fully and immcdiatcly implcmcnting thc anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 
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Submitter : Dr. jeremy roth 
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Resource-Based PE RVUs 

Resource-Based PE RVUs 

July 3 1,2007 

Date: 07/31/2007 

Lcslic V. Norwalk, Esq. 

Acting Administrator 

Ccntcrs for Mcdicarc and Mcdicaid Services 

Attcntion: CMS-1385-P 

P.O. Box 801 8 

Baltimorc, MD 2 1244-8018 

Rc: CMS- 1385-P 

Ancsthesia Coding (Part of 5-Ycar Rcvicw) 

Dcar Ms. Norwalk: 

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

Whcn thc RBRVS was instituted, it crcatcd a huge payment disparity for anesthesia care, mostly due to significant undervaluation of ancsthcsia work compared to 
othcr physician scrviccs. Today, morc than a decade since the RBRVS took cffcct. Mcdicarc payment for ancsthcsia serviccs stands at just $1 6.19 pcr 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 Medicarc populations. 

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

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

Thank you for your considcration of this serious matter. 

Yours Truly, 

Jcrcmy B. Roth, MD 
First Colonics Ancsthcsia Associatcs 
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Coding-- Additional Codes From 5-Year Review 

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

Dear Mr. Kuhn: 

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

In conjunction with two-dimensional echocardiography, color Doppler typically is used for identifying cardiac malfunction (such as valvular regurgitation and 
intracardiac shunting). and for quantitating the scvcrity of these lesions. In particular, color Doppler information is critical to the decisionmaking process in 
patients with suspicion of hcart valvc diseasc and appropriatc selection ofpatients for valvc surgery or mcdical management. In addition, color flow Dopplcr is 
important in the accuratc diagnosis of many other cardiac conditions. 

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

Moreover, CMS is incorrect in assuming that color flow Doppler is intrinsic to the provision of all echocardiography pmcedures. I understand that data gathered 
by an indcpendent consultant and submitted by the Ameriean Collegc of Cardiology and the Amcrican Society of Echocardiography confirm that color flow 
Dopplcr is routinely pcrformcd in conjunction with CPT code 93307. However, thcse data, which were previously submitted to CMS, also indicatc that an 
cstimatcd 400,000 color flow Doppler claims each year are providcd in conjunction with 10 echocardiography imaging codes other than CPT Code 93307, 
including fetal echo, transesophageal echo, congenital echo and stress echo. For many of these echocardiography base codes, the proportion of claims that 
includc Doppler color flow approximates or is lcss than 50%. More recent data submitted by thc ASE in response to the Proposcd Rulc confirms that this practice 
pattern has not changed ovcr the past several years. My practice is almost exclusively fetal, congenital and transesophageal echocardiography - none of which are 
covered by CPT code 93307. 

For these reasons, I urge you to refrain from finalizing the proposed bunding of color flow Doppler into other echocardiography procedures. and to work closely 
with thc American Society of Echocardiography to addrcss this issue in a manner that takes into account the very real rcsourees involved in the provision of this 
important scrvicc. 

Sincerely yours, 

James Cnota, MD 
Cincinnati Children's Hospital 
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5-Year Review 

Coding-- Additional Codes From 5-Year Review 

July 30,2007 

Centers for Medicarc & Medicaid Scrvices 
Department of Health and Human Services 
Attention: CMS 1385 P 
P.O. Box 80 18 
Baltimore. MD 21244 8018 

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

To Whom It May Conccrn: 

I am writing this letter on behalf of Children s Healthcare of Atlanra Sibley Heart Center, a 34-physician practice. As a major provider of pediatric cardiology 
diagnosis and treatment services in thc statc of Georgia, our doctors would like to express their earncst opposition to the proposcd bundling of color flow Dopplcr 
(CPT Code 93325) into all echocardiography base services. 

Echocardiography in infants, children and young adults, with or without congenital heart disease, is an cxtrcmely skilled and time-consuming activity. Thc 
conccpt that thc inclusion of color flow Doppler velocity is intrinsic with the routine two dimensional exam and does not require any increased sonographer work 
timc, physician cxamination time, or interpretive skill, is sadly erroneous. 

Certainly, pcrhaps contrary to popular belicf, we judiciously dccidc which patients do not necd color flow Doppler, such as checking for pericardial cffusion or 
measuring ventricular contractility. Howevcr, when uscd, thc complexity of the application of flow Dopplcr in our patients is significant. Wc carefully rcview cach 
vcsscl, valvc, chamber and scptum for subtle evidcnce of congenital anomalies even to the point of demonstrating the dircction of flow in thc coronary artcrics. 
This is also often performed in the setting of an uncooperative child. Additionally, due to the diffcrent flow vclocitics in children, often more than onc frequency 
of transducer has to be used, repeating examinations of previously scanned regions, in a single paticnt to avoid artifactual signals and incorrect interpretation. The 
work for both sonographer and physician, to optimize the color flow Doppler, is therefore a very significant addition to the routine two-dimensional exam. Also, 
because of the multiple sizes of our patients. which may range from 500-gram premature infants to 300-pound high school athletcs, wc have to equip all our 
maehincs with multiple transducers at additional expense primarily for the Doppler examination. 

It is important that we prevent this decrease in the reimbursement amounts available to our profession, and the subsequent effect on our ability to provide quality 
patient care. 

It is our hope that these comments clarify the inequities of bundling Echo and Doppler codes and we again strenuously urge you to cancel this erroneous proposal. 

Robcrt M. Campbell, MD 
CMO, Children s Healthcare of Atlanta Sibley Heart Center 
Director, Siblcy Heart Center Cardiology 
Division Director of Cardiology, Department of Pediatrics, 
Emory University School of Mcdicine 
campbellr@kidshcart.com 
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Issue AreasIComments 

GENERAL 

GENERAL 

1 am writing to exprcss my shongcst support for the proposal to increasc anesthesia payments under the 2008 Physician FCC Schcdulc. I am gratcful that CMS has 
rccognizcd thc gross undervaluation of anesthesia scrvices, and that the Agency is taking steps to address this complicated issuc. As an acadcmic ancsthcsiologist, 
I am particularly gratcful for thc potential support this increase would givc to the academlc mission of my departmcnt. The rescarch and educational activities of 
my collcagucs at thc Univclsity of Chicago is cffort that invests in a safer futurc for perioperative patients. This work does not comc casily, and the proposed 
incrcasc would casc a heavy burden felt by acadcrnic anesthesiologists around the country. 

Whcn the RBRVS was institutcd, it created a hugc paymcnt disparity for anesthesia carc, mostly duc to significant undcrvaluation of ancsthcsia work comparcd to 
othcr physician scrviccs. Today, morc than a decadc sincc thc RBRVS took cffcct, Mcdicare payment for anesthesia scrviccs stands at just $1 6.1 9 pcr 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 effort to rectify this untenable situation, the RUC recommended that CMS increase thc ancsthesia conversion factor to offset a calculatcd 32 pcrccnt 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 scrviccs. I am plcascd that thc 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 mcdical care, it is imperative that CMS follow through with thc proposal in thc Fedcral Register 
by fully and immediately implementing the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your considcration of this scrious matter. 
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GENERAL 

GENERAL 

Leslie V. Norwalk, Esq. 
Acting Administrator 
Ccnters for Mcdicarc and Mcdicaid Services 
Attention: CMS-1385-P 
P.O. Box 80 18 
Baltimore, MD 21244-801 8 

Rc: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Ycar Rcvicw) 

Dcar Ms. Norwalk: 

I am writing to cxprcss my strongest support for the proposal to increase anesthcsia payments under the 2008 Physician Fee Schcdulc. I am grateful that CMS has 
rccognizcd thc gross undcrvaluation of ancsthcsia services, and that the Agency is taking steps to address this complicatcd issuc. 

Whcn the RBRVS was instituted, it created a huge payment disparity for ancsthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician scrviccs. Today, more than a dccade 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 Mcdicarc populations. 

In an cffort to rcctify this untcnablc situation, the RUC rccommcndcd that CMS increase thc anesthesia conversion factor to offset a calculated 32 perccnt 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 scrviccs. I am plcased that thc Agency acceptcd this rccommcndation in its proposcd rule, and I support full implcmcntation 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 thc Fcdcral Rcgistcr 
by fully and immcdiatcly implcmcnting the ancsthcsia conversion factor increase as recommended by thc RUC. 

Thank you for your consideration of this serious matter. 
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